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ABSTRACT 
Given increasing cultural diversity, behavioral health professionals and 
researchers are paying greater attention to the need for cultural competence. Behavioral 
health treatment research has included predominantly individuals of European ancestry; 
research on parenting practices/interventions has been no exception. African-American 
parents are particularly underrepresented, raising questions of cross-cultural applicability 
and acceptability. Acceptability of interventions is crucial, predicting engagement in, 
adherence with, and premature withdrawal from treatment.  
In this study, acceptability of rewards, a frequently used intervention for changing 
children’s behavior, was examined among African-American parents. Children’s 
characteristics (gender, behavior problem type), culturally-linked variables (authoritarian 
parenting, promotion and prevention focus, Afrocentric worldview), and parenting beliefs 
(behavioral attributions, irrational parenting beliefs) were examined as predictors of 
reward acceptability. African-American parents (n=79) of children aged 4-12 read four 
vignettes (two with girls and two with boys) describing children’s behaviors 
(externalizing and internalizing symptoms). Parents rated the acceptability of rewards to 
improve the behavior. Authoritarian parenting and prevention focus were hypothesized to 
  vii 
be negatively associated with reward acceptability. Acceptability was expected to be 
lower for externalizing males and additional variables were investigated as moderators 
and co-variates. Exploratory analyses examined differences between mothers and fathers 
and between low and high Afrocentric worldview. 
The main hypothesis was unsupported. Authoritarian parenting and prevention 
focus did not contribute to a model predicting acceptability, and gender differences were 
not found. Behavior type was associated with acceptability opposite the expected 
direction, with higher acceptability for externalizing symptoms. Acceptability on a 
general-attitude measure was predicted by efficacy expectations, internal behavioral 
attributions, and Afrocentric worldview. However, on a measure specific to the vignettes, 
few variables predicted acceptability; ratings were lower than on the general-attitude 
measure. This may suggest that parents viewed rewards as acceptable in circumstances 
different from those depicted in the vignettes.  
Individuals endorsing high Afrocentric worldviews had higher reward 
acceptability, were more likely to be older, were less driven by prevention goals, had 
lower authoritarian parenting styles, and had less rigid and more rational parenting 
beliefs. Fathers and mothers did not differ. Results underscored the importance of 
inquiring about specific situations rather than general attitudes in assessing intervention 
acceptability.  
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CHAPTER ONE 
Introduction 
 Behavioral health professionals have provided advice and guidance to parents on 
how to manage and improve difficult child behaviors for decades (Clauss-Ehlers, 2017; 
Eyberg, Boggs, & Algina, 1995; Forehand, Jones, & Parent, 2013; Sandler, Schoenfelder, 
Wolchik, & MacKinnon, 2011; Thomas & Zimmer-Gembeck, 2007). Professionals 
provide instruction on a wide range of techniques, such as how to implement consistent 
consequences for unwanted behaviors and provide positive reinforcement (e.g., attention, 
praise, and rewards) for desired behaviors (Forehand, Jones, & Parent, 2013). These 
strategies, aimed at reducing negative and increasing positive behaviors, are rooted in a 
significant amount of research (Eyberg, Nelson, & Boggs, 2008). However, the research 
has often included samples predominately comprised of White middle-class families, and 
thus may not completely address the realities or speak to the needs of all cultural groups 
(Coard, Wallace, Stevenson, & Brotman, 2004). These non-representative roots run the 
risk of bringing forth trees that bear fruit that may not be palatable to or easily digested 
by all populations.  
This may be of particular concern in the context of parent trainings, which impact 
children, parents, and entire families. Researchers have devoted some efforts towards 
understanding the ways in which culture may impact parenting and interface with the 
acceptability and effectiveness of parenting interventions. However, at the time of this 
writing, no studies have been identified that investigated rewards in relation to specific 
culturally-related variables and the ways in which these variables might influence reward 
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use acceptability among African-American parents. The present project attempted to 
address this gap by first situating itself in the context of cultural competence efforts, the 
practical application of such work reflected in the debate over the extent of the need for 
culturally adapted treatments, and the particularities of the cultural context of parenting. 
After laying this foundation, I then offer a rationale for selecting rewards as the strategy 
upon which to focus this research. The specific question explored in this project was in 
what ways might certain culturally-related variables correlate with and moderate 
acceptability of reward-use in response to vignettes depicting varied child behaviors. The 
background section is concluded with an overview of the variables that were explored 
and a brief note on the concept of social validity. 
Cultural Competence and Cultural Adaptations 
 Although the impact of cultural diversity in relation to behavioral health services 
has gained increased attention over the past few decades (Baumann et al., 2015; 
Gonzales, Lau, Murry, Piña, & Barrera, 2016; Lau, 2006), one of the particularly 
compelling calls for researchers and clinicians to attend to these matters came over two 
decades ago from Forehand and Kotchick (1996). Their article was in response to 
concerns for the waning research on parent trainings during the decade prior to the 
article’s publication. The authors acknowledged the strong evidence for the efficacy of 
parent trainings, but noted a lack of systematic research on many key moderators of 
change. They focused their article on one moderator of critical import—“the importance 
of cultural considerations in parent training programs” (Forehand and Kotchick, 1996).  
In addition to presenting a case for the cultural context of parenting and presenting an 
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overview of literature on aspects of culture related to parenting for four ethnic groups, the 
authors provided a guide for the types of questions that could / should be addressed by 
researchers (Forehand & Kotchick, 1996). Further demonstrating the significance of this 
work, the article was recently chosen for reissue as part of a special 50th anniversary 
edition of Behavior Therapy focusing on “seminal” articles that made a significant 
contribution to the field of behavior therapy during the previous half century. The call 
from Forehand & Kotchick (1996) for more culturally-responsive research connects to 
more recent emphases in behavioral health on cultural competence and the importance of 
developing more culturally competent research and clinical care (DeAngelis, 2015). 
A greater awareness of and attention to cultural diversity has prompted clinicians 
and researchers to increase efforts towards designing and implementing more culturally 
responsive clinical services (Lau, 2006). This has triggered an emphasis on the provision 
of culturally competent care (DeAngelis, 2015). The U. S. Department of Health and 
Human Services (2003) defined cultural competence as “the ability to honor and respect 
the beliefs, languages, interpersonal styles, and behaviors of individuals and families…” 
Furthermore, the Substance Abuse and Mental Health Services Administration 
(SAMHSA, n.d.) defines cultural competence as actions and attitudes that are “respectful 
and responsive to the health beliefs and practices—and cultural and linguistic needs—of 
diverse population groups.” A recent SAMHSA report identified culturally sensitive 
behavioral health services as an “essential ingredient” for addressing the problem of 
behavioral health disparities (SAMHSA, 2014). 
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The goal of such efforts is to ensure that clinicians are able to provide clinical 
services that are responsive to the particular experiences and needs of individuals in 
relation to their cultural context. Embedded in this approach is the recognition that an 
individual is influenced by many aspects of culture including “worldviews, beliefs, 
values, and attitudes” (SAMHSA, 2014), all of which may impact experiences, 
interpretations of events, and consequent behaviors (Ogbu, 1981). Failure to recognize 
and be sensitive to such differences may have deleterious effects upon the therapeutic 
relationship (Benkert, Peters, Clark, & Keves-Foster, 2006). This may leave individuals 
feeling alienated from behavioral health providers if there is a perception that the 
individual’s perspective is not represented, understood, or appreciated. This alienation 
may lead to impaired therapeutic alliance, which may in turn predict treatment 
disengagement and early termination (Sharf, Primavera, & Diener, 2010). Improving the 
cultural sensitivity of providers and the fit of treatment approaches has demonstrated 
promise in addressing such problems (Tucker, Moradi, Wall, & Nghlem, 2014). Thus, the 
value of providing culturally competent care becomes readily apparent and is supported 
by research that points to correlations with improved provider-client rapport and 
treatment satisfaction (Tucker, Moradi, Wall, & Nghlem, 2014). Furthermore, cultural 
competence is viewed increasingly as a means of reducing treatment outcome disparities 
(Owiti et al., 2014). 
Strategies to increase the cultural fit of a clinical service may occur at the 
individual level, with appropriate modifications and flexibility to address the particular 
ways in which a person’s cultural context may be relevant for that individual. 
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Additionally, efforts can be targeted at a higher level, resulting in altering or designing 
treatments to be more appropriate for a particular population. Given that cultural context 
is not static, unidimensional, or universal, some have argued that programmatic-level 
modifications may not be feasible and may also not even be warranted without more 
evidence of differential outcomes for various populations utilizing already standardized, 
non-adapted treatments (O’Donohue & Benuto, 2010). However, there has been 
insufficient research to date to answer this question definitively. Suggesting that cultural 
adaptations are unwarranted seems to be a premature conclusion based on research that is 
still evolving. This highlights a need for continued exploration to gain more clarity.  
Two avenues of inquiry may provide answers to this challenge. The first is to 
determine whether various ethnic groups experience differences in outcomes in treatment 
trials. In their review of the literature to see which studies addressed this question, Ortiz 
and Del Vecchio (2013) found that many clinical trials did not include between group 
analyses for racial/ethnic group differences, often due to insufficient sampling for 
adequate power for subgroup analyses. One that did include such analyses found that 
efficacy rates for a parent training intervention were similar across racial/ethnic groups 
(Reid, Webster-Stratton, & Beauchaine, 2001). A more consistent finding is that African-
Americans may be less likely to enroll in treatment and have higher attrition rates when 
enrolled (Baker, Arnold, & Meagher, 2011; Miller, Southam-Gerow, & Allin, 2008). 
Early treatment withdrawal would certainly be expected to place constraints on potential 
treatment efficacy. Given that so few have investigated this issue, it is clear that there is 
insufficient data to draw definitive conclusions about treatment outcomes. Moreover, 
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without additional research aimed at resolving questions of differential efficacy, 
uncertainty will remain regarding when and how to make adaptations to treatment 
protocols. 
The second way to address the question of the need for culturally-based 
adaptations is to examine the programs that have already made such modifications and 
assess the outcomes associated with these approaches. According to the Ecological 
Validity Model, adaptations fall under two broad categories: deep and surface (Bernal, 
Bonilla, & Bellido, 1995). The former is characterized by changes that relate to the 
content of the treatment or method of delivery (e.g., adding modules to address a 
particular issue), while the latter include changes to components of the treatment that can 
be observed such as language (e.g., translating material or using more culturally valid 
metaphors), incorporated media (e.g., music and images), and therapist (e.g., racial/ethnic 
matching of patient-client). Few studies have examined cultural adaptations in treatments 
for parents and families (Lau, 2006). Among those that have (e.g., The Strengthening 
Families Program; Kumpfer, Alvarado, Tait, & Whiteside, 2007), it is not clear that a mix 
of surface and deep cultural adaptations (i.e., incorporating culturally relevant examples, 
providing treatment in community-based settings, and including open explorations of the 
historical/cultural context for “spankings”) resulted in differences in primary outcomes 
between treatment groups (Aktan, 1999). However, for African-Americans in the 
culturally-adapted treatment group, retention rates were significantly improved to 92% as 
compared to 61% in the standard (non-adapted) treatment group (Kumpfer, Alvarado, 
Smith, & Bellamy, 2002). Given the higher attrition rates of African-Americans in non-
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adapted treatment trials (Baker et al., 2011; Miller et al., 2008), this is an important 
finding suggesting that culturally-based adaptations may improve treatment engagement. 
These improvements may be due to increased cultural congruency between the treatment 
and the patient group, as perceived by the patient group (Aktan, 1999). Furthermore, it 
may be that non-adapted treatments are viewed as less desirable for other reasons, such as 
concerns for potential cultural clashes or not being understood (Aktan, 1999), which 
could be further compounded in situations with a racial/ethnic mismatch between the 
therapist and patient (Cooper et al., 2003). This may be particularly salient for African-
Americans who demonstrate some of the highest preferences for and satisfaction with 
racial/ethnic matching in therapy, and may be one of the only groups with evidence for 
improved outcomes (although effect sizes are in the small range) when such matching 
does occur (Cabral & Smith, 2011).  
In sum, the evidence reviewed suggests the charge to increase awareness of and 
research on cultural considerations in parent training programs set forth by Forehand and 
Kotchick (1996) still requires additional research. Many questions remain regarding the 
degree to which there is a need for cultural adaptations, the extent of this need, and the 
best way to respond to it. Notably, there has been more done to advance this question in 
the context of parenting interventions than most other areas, but few studies report the 
theoretical underpinnings and systematic process of adaptations leaving little evidence 
upon which to base decisions for particular changes over others (Baumann et al., 2015; 
Gonzales, Lau, Murry, Piña, & Barrera, 2016). Furthermore, recommended guidelines 
(Lau, 2006) for cultural adaptations suggest a first step of justifying such efforts based on 
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evidence implying a need for these adaptations. Examples demonstrating that such 
actions would be warranted include lower acceptability, reduced engagement, and 
diminished efficacy (Lau, 2006).  
Although the need for cultural adaptations has not been definitively resolved, the 
limited research to date suggests a positive effect on retention and satisfaction with 
culturally adapted treatments. These emerging results implying improved retention may 
alone create a strong enough case to justify such efforts. Treatment trials that include 
larger samples of racial and ethnic minorities are sorely needed, as without large 
numbers, clinical trials will be insufficiently powered to investigate moderation by 
ethnic/racial group (Huey & Polo, 2008). In the interim, it is critical to identify other 
types of small-scale approaches that may address this matter in a more feasible way 
(DeAngelis, 2015), particularly in relation to recommended guidelines to root any 
adaptations in evidence demonstrating the necessity of such changes (Lau, 2006). This 
present study addresses this need by using an analogue study in which one treatment 
strategy, rewards to manage child behaviors, was presented to a sample of African-
American parents and data was gathered about the acceptability of this particular 
strategy. 
Cultural Context and Parenting 
Consonant with the trend of an increased focus on cultural context in behavioral 
health broadly, attention has been brought to bear on parent training specifically. Within 
the realm of the parenting intervention literature, the necessity of investigating more 
closely the needs of culturally diverse parents was highlighted in the article by Forehand 
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and Kotchick (1996). As cultural context matters at the individual and societal level, it 
necessarily would be expected to impact and influence parenting experiences, attitudes, 
and behaviors as well (Harkness & Super, 2006; Ogbu, 1981). According to the cultural 
ecological model (Ogbu, 1981), individuals have overlapping values, priorities, and goals 
that are an outgrowth of and influenced by culture. From a cultural-ecological standpoint, 
parenting behaviors are deemed to be a product of cultural contexts (Ogbu, 1981). These 
behaviors are shaped and motivated by culturally defined values, motivations, and goals 
(Harkness & Super, 2006; Ogbu, 1981). It is therefore important to measure cultural 
constructs (e.g., values, beliefs, and goals) to assess how they impact parenting behaviors.  
African-American parents may warrant particular attention in light of the past 
expressions and present legacy of racism experienced by African-Americans in the 
United States. These previously manifested in overt systemic abuses by medical 
institutions under the auspices of research and may presently fuel sentiments of distrust 
towards such institutions (Boulware, Cooper, Ratner, LaVeist, & Powe, 2016), 
contributing to social barriers to quality health and mental health services (Wang, 
Berglund, & Kessler, 2000; Young, Klap, Sherbourne, & Wells, 2001). Research 
suggests that African-Americans may be at particular risk of delaying treatment for and 
premature termination from behavioral health services (Cooper et al., 2003). Given these 
historical realties and present barriers, the need to decrease the potential problem of a 
cultural clash is especially heightened when considering African-American individuals. 
 A discussion of African-American parenting must take into consideration the 
socio-historical realities that have shaped the national landscape in the United States. 
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Although a full explication of the historical impact of slavery, racism, and subsequent 
injustices upon the evolution of African-American families is beyond the scope of the 
present review, it is clear that these historical realties relate to and continue to influence 
the experience of African-American parents. One example is the importance of 
promoting racial socialization messages (e.g., pride in heritage and the importance of 
achievement) to children in order to offset the negative impacts of the problematic history 
of racism (Julian, McKenry, & McKelvey, 1994)—a practice that appears to confer 
resiliency in the face of negative events (Henry, Lambert, & Smith Bynum, 2015). 
Furthermore, cultural differences in the experience of African-American parents include 
extended, multigenerational kinship care (argued to be necessary to address historical 
factors that made—and continue to make—maintaining intact families difficult); strict, 
“no nonsense” parenting (seen as ensuring children develop the necessary skills to 
succeed in an unjust socio-economic environment); emphasis on respect for parental 
authority; greater beliefs in the responsibility of children to control their behaviors; and 
an emphasis on familial duties and obligations (Dixon, Graber, & Brooks-Gunn, 2008; 
Julian et al., 1994; Wakschlag, Chase-Lansdale, & Brooks-Gunn, 1996). 
Support for the influence of cultural context on parenting practices can also be 
found in research comparing Euro-American and African-American parenting behaviors, 
beliefs, and attitudes. This literature suggests that African-American parents tend to use 
stricter discipline strategies and are more authoritarian in their discipline style, as 
compared to their Euro-American counterparts (Barnett, Shanahan, Deng, Haskett, & 
Cox, 2010; Baumrind, 1972; Bradley, Corwyn, McAdoo, & Garcia-Coll, 2001; 
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Burchinal, Skinner, & Reznick, 2010; Dexter, Wong, Stacks, Beeghly, & Barnett, 2013; 
Lee, 2013). Not only does the research support differences in parenting practices, but it 
also suggests differential effects. For example, harsher parenting practices have typically 
been associated with negative outcomes, such as increased externalizing symptoms in 
children (Baker & Heller, 1996; Thompson, Hollands, & Richards, 2003). However, this 
finding seems to be most consistent for European-American parents, while the story is 
less clear for African-American families (Larzelere, Cox, Danelia, & Mandara, 2008), 
with some studies finding no significant association with externalizing symptoms 
(Deater-Deckard, Dodge, Bates, & Pettit, 1996; Stacks, Oshio, Gerard, & Roe, 2009), 
some finding an association between harsher practices and less externalizing behaviors 
(Lansford, Deater-Deckard, Dodge, Bates, & Pettit, 2004; Polaha, Larzelere, Shapiro, & 
Pettit, 2004), and others finding a positive association (McCabe & Clark, 1999). 
Although the literature on cultural patterns in parenting practices is limited, the extant 
research supports the idea that parenting behaviors should be examined within a cultural 
context that includes considerations of racial/ethnic differences.  
In sum, parenting goals and beliefs should be recognized as cultural constructs 
that shape and drive parenting behaviors. Given the premise that parenting should be 
understood as a culturally circumscribed experience, an aim of this project was to 
investigate several culturally-influenced constructs and elucidate the relationship between 
them and the acceptability of one oft-recommended parenting technique – namely, the 
use of tangible rewards to promote desired behaviors. A more thorough rationale for 
focusing on this particular behavior management strategy will follow. After this rationale, 
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an overview will be provided of the specific cultural constructs investigated, which 
included parenting style, regulatory focus, behavioral attributions, parenting beliefs, and 
worldview. Each construct will be defined, and the expected impact upon attitudes 
towards the use of rewards will be discussed. 
Rationale for Focus on Rewards 
Behavioral theorists have long recognized the utility and effectiveness of rewards 
as a strategy to shape behavior through the principles of operant conditioning (Ivy, 
Meindl, Overley, & Robson, 2017; Kazdin, 1982; Kazdin & Bootzin, 1972). Rewards can 
be found as components of treatments for internalizing disorders (e.g., Coping Cat for 
anxiety disorders; Kendall & Hedtke, 2006), externalizing disorders (e.g., behavior 
management trainings; Barkley, 2013), trans-diagnostic approaches (e.g., MATCH; 
Chorpita & Weisz, 2009), and are part of a suite of positive parenting practices that 
mental health clinicians recommend to manage undesirable behavior and shape desired 
behaviors (Cooke, et al, 2011; Kaminski, Valle, Filene, & Boyle, 2008).  
Treatment acceptability is an important construct to examine, as there is evidence 
linking it to positive outcomes in parenting interventions (MacKenzie, Fite, & Bates, 
2004). While few studies test components of treatment protocol in isolation to assess 
views on particular pieces, there has been some research on components of behavioral 
interventions for children, with rewards emerging as a consistent favorite for dealing with 
child behaviors (Kazdin, 1980; Pemberton & Borrego, 2007). However, the sample 
descriptions from these studies suggest that African-Americans were underrepresented 
(Kazdin, 1980; Pemberton & Borrego, 2007). Consequently, it is not evident that the 
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findings may be generalized to this population. Notably, African-American parents may 
have higher concerns about the risk of spoiling children (Barnett et al., 2010; Burchinal et 
al., 2010; Smyke, Boris, & Alexander, 2002), which may lead one to expect reduced 
favorability towards the use of rewards.  
While it appears that rewards can be a beneficial strategy for parents to use, it is 
not clear how readily African-American parents use this strategy and whether the 
approach is viewed as a socially valid and acceptable intervention. 
Cultural Constructs and Relation to Parenting Practices 
Parenting Style 
Since Baumrind’s early work (1966, 1971), there has been much research on 
parenting styles. This construct refers to the typical pattern of responses a parent may 
have to child behaviors (Coplan, Hastings, Lagacé-Séguin, & Moulton, 2002). Different 
broad categories have been described in the literature, but of primary interest for the 
present project is authoritarian parenting, and secondarily, its complementary counterpart, 
authoritative parenting. These broader categories reflect the pattern and degree of warmth 
and control a parent may display. Warmth refers to nurturance and responsiveness to 
child needs (Pinquart, 2017). On the other hand, control refers to the degree to which 
parents set standards and expectations for child behaviors and take actions to manage and 
influence their child’s behaviors to ensure the child meets those expectations (Pinquart, 
2017).  As noted earlier, the two most relevant broader styles for the current project are 
authoritative and authoritarian parenting. Authoritative parenting is characterized by high 
warmth and high control, describing a parent who is both highly nurturing and responsive 
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to child needs, while still placing an emphasis on and employing strategies toward 
children meeting behavioral expectations (Baumrind, 2013). Similarly, authoritarian 
parenting is also characterized by high levels of control. Where it diverges from 
authoritative parenting is a hypothesized tendency to display less nurturing behaviors in 
response to child needs (Baumrind, 2013). African-American parents tend to score higher 
than European-American parents on scales measuring authoritarian parenting style, which 
reflects a trend that may be associated with positive outcomes (Baumrind, 1972). 
Authoritarian parenting is associated with stricter parenting practices, and so one might 
then expect that parents higher on this dimension would have less favorable views 
towards practices that appear too lenient. In addition, an authoritarian parent may believe 
that the control of a child’s behavior should remain within the parent, and the use of a 
strategy such as rewards may appear to transfer control away from the parent to the child. 
Parents holding these views may be less likely to start or persist in using rewards to 
manage child behaviors. 
Regulatory Focus 
The degree to which a person is motivated to prevent loss or achieve gain refers to 
a person’s self-regulatory focus (Aaker & Lee, 2001). Prevention focus is associated with 
a preference for avoidance of negative outcomes, and promotion is associated with an 
emphasis on attaining positive outcomes (Aaker & Lee, 2001). Prevention focused 
individuals are more sensitive to messages related to possible failure (Higgins, 1997) and 
show increased preference for motivational messages from negative role models, i.e., 
cautionary messages from individuals who engaged in a negative behavior such as an ex-
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smoker suffering from chronic illnesses related to smoking who warns others against the 
health risks of tobacco (Lockwood, Jordan, & Kunda, 2002; Lockwood, Marshall, & 
Sadler, 2005). Promotion focused individuals show a complementary trend, with 
emphasis on what can be attained (Aakers & Lee, 2001), such as an advertisement 
encouraging physical activity depicting individuals walking together, emphasizing 
increased happiness and social connectedness. Research demonstrates that regulatory 
focus influences control beliefs (Langens, 2007). Specifically, priming someone to be 
more prevention-focused results in less perceived control over a particular 
situation/outcome, while promotion-focused priming results in perceptions of greater 
control (Langens, 2007; Guo & Spina, 2015).  
To the extent that prevention focus seems to adversely influence control beliefs, it 
may be that higher emphasis on avoiding negative outcomes may increase a sense of 
helplessness and lack of control, a feeling which may be particularly salient for African-
Americans in light of the problematic socio-historical context. A lowered feeling of 
control/efficacy may be associated with stricter parenting strategies (Coleman, & 
Karraker, 1998; Jones & Prinz, 2005; Sanders & Woolley, 2005). It is reasonable then to 
expect that a greater prevention focus may decrease favorable attitudes towards rewards. 
Parenting Beliefs 
Parenting beliefs can be defined as the cognitions generally held by parents that 
relate to parenting practices, situations, and models (i.e., images and schemas related to 
the parenting role). Parenting beliefs are expected to influence behaviors and vice versa 
(Barnett et al., 2010). Like all beliefs and cognitions, these are subject to biases, also 
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known as cognitive errors / distortions (Mazur, 2006). Parental cognitive errors refer to 
automatic patterns of interpreting situations in inflexible ways often characterized by 
overgeneralization and thinking in extremes (e.g., "my child must obey me,” “it would be 
absolutely awful if my child did not listen;” Gavita, David, DiGiuseppe, & Del Vecchio, 
2011). Another term that can capture such cognitive distortions is described by Gavita 
and colleagues (2011) as irrational beliefs.  
These types of cognitions may increase parental stress and reactivity to child 
behavior problems, potentially leading to harsher discipline practices (Mazur 2006; 
Pinderhughes, Dodge, Bates, Pettit, & Zelli, 2000; Respler-Herman, Mowder, Yasik, & 
Shamah, 2012). As a result, cognitive distortions, i.e., irrational beliefs, may decrease the 
likelihood that rewards would be viewed as an acceptable behavior strategy. This impact 
may be even greater as a result of a potential interaction with authoritarian parenting.  
Behavioral Attributions 
Parenting behaviors may also be strongly impacted by attributions about the 
causes of their children’s behavior. Typically, parents are found to be “optimists” when 
explaining their child’s behavior (Coplan et al., 2002). They tend to see undesired 
behavior as caused by more external circumstances (rather than reasons intrinsic to the 
child) and, as such, are accidental, transitory, and out of the ordinary (Coplan et al., 
2002). This view protects against harsher reactions that would stem from seeing the 
child’s behavior in a more pessimistic light, which includes viewing the undesired 
behavior as part of the child’s disposition, i.e., due to internal attributions (or just the way 
the child is), seeing the behavior as intentional, stable, and typical. A parent who views 
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behavior as dispositional and due to internal factors may be more likely to endorse 
harsher practices, and less likely to try out new strategies, with a belief that very little 
may be effective for that particular child.  
Behavioral attributions may also interact with authoritarian parenting style, 
resulting in a greater preference for stricter disciplinary practices. Therefore, a more 
authoritarian parent, who views child behavior problems as internal to a child, may see 
the behaviors as more entrenched, requiring harsher techniques to address the behaviors 
adequately. 
Afrocentric Worldview 
Researchers in the field of cross-cultural psychology broadly, and African-
American psychology more specifically, increasingly emphasize the importance of 
worldview as an organizing heuristic for behavior (Koltko-Rivera, 2004; Morris, 2001). 
The argument is made that culturally-competent care necessitates that researchers 
examine differences in worldviews to appreciate how people of different backgrounds 
understand and make sense of their experiences (Koltko-Rivera, 2004). As many clinical 
treatments are developed within a Eurocentric context, researchers make the case for 
incorporating an Afrocentric perspective for individuals of African ancestry (Borum, 
2007).  
An Afrocentric worldview is defined as values, priorities, assumptions, and 
principles that impact the behaviors and perceptions of individuals with and who self-
identify as having African ancestry (Montgomery, Fine, & James-Myers, 1990). 
Emphasis is placed on spirituality, interdependence, non-materialism, and holistic views 
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of the world as opposed to a Eurocentric worldview, broadly characterized by 
individualism, independence, materialism, and separateness (Walker, Alabi, Roberts, & 
Obasi, 2010). An Afrocentric worldview has been identified as a potential protective 
factor for persons of African descent. High levels of this worldview may serve as a buffer 
against stress and racial discrimination (Jackson & Sears, 1992; Neblett & Carter, 2012). 
In a sample of African-American adults, higher Afrocentrism was associated with lower 
depressive symptoms, and Afrocentric worldview moderated the link between perceived 
stress and depressive symptoms (Neblett, Hammond, Seaton, & Townsend, 2010). 
Although the influence of Afrocentric worldview is receiving increased attention, few 
researchers have investigated the ways in which this worldview might impact parenting 
practices (Thomas, 2000). Given the potential salience of this construct, it is important to 
investigate the ways in which parenting factors may differ based on higher or lower 
levels of Afrocentric worldview endorsement. 
Fathers and Mothers 
To date, there continues to be limited data on differences in parenting practices 
between mothers and fathers in general, which is the case for research on African-
American parents as well (Adkison-Johnson, Terpstra, Burgos, & Payne, 2016; Daddis & 
Smetana, 2005; Smetana & Chuang, 2001). When both are present, sampling difficulties 
may preclude the ability to investigate subgroup differences in a meaningful way 
(Smetana & Chuang, 2001). This suggests a clear need to enroll fathers in research such 
as the present project, in order to provide a more comprehensive picture of parenting.  
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The limited data available provides a somewhat mixed picture regarding trends 
for comparisons between mothers and fathers. While behavioral goals may be similar 
(Smetana & Chuang, 2001), the means of attaining those goals are not always, with some 
fairly recent evidence that African-American fathers tended to use less harsh discipline as 
compared to mothers (Adkison-Johnson et al., 2016). Data on acceptability of rewards is 
even less developed. With the under-developed literature and sampling difficulties, 
examinations of comparative trends will be exploratory.   
Other Considerations 
While parenting choices may be influenced by cultural variables, they may also 
be strongly influenced by attributes of the child and his/her behavior. Two child variables 
that are likely to influence parenting views on intervention acceptability are problem type 
(internalizing versus externalizing behaviors) and child gender. Some researchers find 
evidence that parents display more warmth towards girls than boys (McKee, Colletti, 
Rakow, Jones, & Forehand, 2008). However, a meta-analysis of parenting behaviors 
found equivocal evidence for moderation by gender (Lytton & Romney, 1991).  
While evidence on gender effects may be somewhat unclear, there is more 
consistent evidence that child behavior patterns influence parenting practices. Two broad 
categories of child behaviors are externalizing and internalizing. Externalizing behaviors 
capture a range of behavior problems that are consistent with the concept of “acting out,” 
or disruptive actions that particularly impact the external environment. Examples of 
externalizing behaviors include hyperactivity, impulsivity, and oppositionality. By 
comparison, internalizing symptoms are comprised of emotional difficulties that promote 
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more withdrawn and inward-focused emotions and behaviors. Examples of this behavior-
type include withdrawal from social interactions and anxious-avoidant actions. With 
regard to the intersection between parenting practices and behavior types, research 
suggests that higher levels of externalizing behaviors are correlated with more controlling 
and stricter parenting practices (Burke, Pardini, & Loeber, 2008; Marchand, Hock, & 
Widaman, 2002). The current project considered the potential impact of both child gender 
and behavior type on reward-use acceptability. 
Overview of Social Validity 
Questions of salience of and willingness to use a treatment strategy are 
components of what Wolf (1978) refers to as the social validity of a treatment. The three 
aspects that Wolf identified as components of social validity are: 1) its social significance 
(i.e., the importance of the treatment goals to the individual), 2) the acceptability of the 
treatment procedures (i.e., the degree to which the procedures are viewed as reasonable 
and justified), and 3) the significance of the treatment effects (i.e., satisfaction with both 
the process and product/outcome of treatment). This has also been referred to in the 
literature as “cultural-validity” (McCollum & McBride, 1997) and “cross-cultural 
validity” (Kohrt, et al., 2011).  
For the purposes of this project, “social-validity” is used to reference the construct 
captured by each of these terms. This project focused primarily on the second of the three 
components. Although not directly specified in the model, a concept embedded in the 
question of acceptability is the degree to which the procedure is deemed appropriate for a 
population for cultural reasons. More specifically, a main goal of this research was to 
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evaluate the degree to which a treatment protocol—reward use—was congruent with 
culturally relevant goals and values. 
Study Aims 
The aim of this study was to assess African-American parents’ views on rewards 
as a behavioral intervention and to identify particular cultural factors that predicted a 
greater or lesser likelihood of responding favorably to the hypothetical use of rewards in 
response to vignettes depicting various child behavior problems after controlling for 
parental demographic variables and prior parent training experience. It was expected that 
authoritarian style and prevention focus would negatively predict parental endorsement of 
reward use across different behavior patterns. It was also anticipated that child 
characteristics (gender, behavior type) and parent cognitions (internal attributions, 
rigid/irrational beliefs) would moderate effects. Differences between mothers and fathers 
and high and low Afrocentric worldview endorsement were also investigated. 
Hypotheses 
Hypothesis 1a 
The primary hypothesis focused on the acceptability of reward-use as a function 
of parenting style and regulatory focus. Parents rated the acceptability of using rewards in 
four scenarios of children behaving in different ways. It was anticipated that reward-use 
acceptability, aggregated across the four vignettes, would be significantly lower for 
parents with higher authoritarian ratings and prevention regulatory focus after controlling 
for demographic variables and child behavior problems. A secondary measure of reward-
use acceptability was also used to assess more general attitudes towards reward use. It 
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was expected that the same pattern would hold whether acceptability was rated in the 
context of the vignettes or with the general attitudes measure. 
Hypothesis 1b 
The influence of child-specific characteristics was also examined. It was 
anticipated that both child gender and behavior type would influence parental ratings of 
reward-use acceptability. Parents were expected to display significantly less favorable 
views for reward-use for vignettes depicting boys with externalizing symptoms. 
Hypothesis 2a 
Parenting beliefs were also expected to influence the relationship between 
parenting style and reward acceptability. Specifically, it was hypothesized that rigid and 
inflexible beliefs would significantly interact with authoritarian parenting, increasing the 
strength of the negative relationship between authoritarian parenting and reward-use 
acceptability.  
Hypothesis 2b 
The impact of behavioral attributions, another parenting cognition, was also 
considered. It was hypothesized that higher child internal responsibility attributions 
would strengthen the relationship between authoritarian parenting style and favorability 
towards reward use in the context of the vignettes, such that high authoritarian parenting 
and a tendency to attribute child behaviors to factors internal to the child would predict 
significantly less favorable views of rewards. 
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Hypothesis 3 
The influence of Afrocentric worldview on parenting factors was the next 
question that was investigated. Using a within sample mean-split, parents were divided 
between those with higher Afrocentric worldview scores and those with lower scores. 
Analyses were run to test for differences in the parenting variables (parenting style, 
regulatory focus, control beliefs, and demographic variables) and reward use favorability. 
It was expected that individuals higher in Afrocentric worldview would have a 
significantly greater promotion focus and would be significantly older. Given the sparse 
evidence on parenting behaviors and Afrocentric worldviews, no hypothesis about the 
direction of potential differences for reward-use favorability was proposed. No other 
domains were expected to show statistically significant differences.  
Hypothesis 4 
The final investigation was of potential differences between maternal and paternal 
patterns of responding. It was expected that fathers would demonstrate higher levels of 
authoritarian style and would be less likely to display favorable views of reward use for 
the specific vignette measure and the general reward views measure. Fathers comprised a 
smaller proportion of the overall sample. As such, investigations of differences in 
paternal patterns of responses were exploratory and no statistically significant differences 
were expected. 
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CHAPTER TWO- METHODS 
Sample 
 The population of interest in this study was African-American parents of U.S. 
lineage with at least one child between the ages of 4 and 12. This age range corresponds 
with the target age range from common evidence-supported child treatments in which 
rewards are recommended as a behavior management strategy (cf., Barkley, 2013; 
Chorpita & Weisz, 2009; Kendall & Hedtke, 2006). For the purposes of this project, 
African-American referred to individuals who self-identified as Black Non-
Hispanic/African-American, who did not report being of West Indian/Caribbean descent, 
and whose parents and grandparents were born within the United States. Ineligibility 
criteria were identifying as any other race/ethnicity, being non-native to the United 
States, or having parents or grandparents who were non-native to the United States. 
 In response to a variety of recruitment strategies described below, 126 parents 
contacted the study expressing interest. Of these, 15 were unable to be reached for 
follow-up. Consequently, 111 were screened, with 89 being found eligible for the study 
and scheduled for study participation. Ineligible parents were not enrolled due to being 
born outside of the U.S. or having a parent born outside the U.S. (n = 20), identifying as 
White (n = 1), and identifying as “Mixed” (n = 1). Out of the total individuals who were 
identified as eligible based on the screen, 10 were unable to be reached for follow-up, 
leaving 79 participants who consented to and completed the study measures. 
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Recruitment 
Participants were recruited in-person and online using active and passive methods 
at a variety of community locations in Boston and several other metropolitan locations 
within the U.S., as well as online. Boston-based recruitment occurred during well-child 
visits through the Pediatrics Department of a local medical center in Boston, MA, 
through the use of posted flyers at the check-in desk, and referrals from primary care 
physicians. Study staff (principal investigator or a graduate research assistant trained in 
study procedures) were physically present during clinic hours in a break room where 
study staff waited for pediatricians to notify them of interested parents. When study staff 
were not on site, interested parents were provided flyers with contact information for 
study staff. 
Additional recruitment efforts included posting flyers around neighborhoods in 
Boston with large proportions of African-American residents. Flyers were displayed in a 
number of locations, such as churches, libraries, hair/nail/barber salons, the local office of 
the NAACP, and local shops. Finally, study staff made public announcements providing 
information about the study and set up recruiting tables to disseminate flyers at two local 
gatherings with large numbers of African-American families in attendance, one of which 
was a community gathering for families serviced through the 13 summer camps of the 
Phillips Brooks House Sumer Urban Program. Further recruitment occurred on-line and 
included advertisements through Black-Boston Online, a web-based company providing 
event notifications, and advertisements to the African-American community in Boston as 
well as through social media and Craigslist advertisements.  
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Recruitment efforts in Boston yielded high numbers of individuals identifying as 
Caribbean and first or second-generation immigrants who were ineligible for the study. 
Consequently, recruitment was expanded to target other U.S. metropolitan regions with 
large proportions of African-Americans who were of U.S. lineage. Craigslist 
advertisements were run in multiple cities, including Atlanta, GA, Boston, MA, Chicago, 
IL, Cleveland, OH, Detroit, MI, Jackson, MS, Miami, FL, Philadelphia, PA, and St. 
Louis, MO. Social media is inherently not geographically-bound, thus advertisements 
posted there also drew in individuals from areas outside of Boston. The final sample was 
comprised of parents who resided in the following regions of the U.S.: Northeast (n = 26, 
33%), South/Southeast (n = 16, 20%), Midwest (n = 29, 37%), West (8, 10%), with 67 
participants completing the study remotely and 12 in person. 
To increase enrollment of fathers, several strategies were employed. First, 
locations with primarily male clientele were targeted for flyer distribution (e.g., barber 
shops and sports clothing stores in a predominantly African-American community). 
Second, online social media groups and church groups comprised predominantly of 
African-American fathers received recruitment flyers from members who volunteered to 
disseminate the information. Finally, fathers who participated in the study were 
encouraged to refer other fathers to the study. The number of fathers enrolled was still 
low, but approximately 16.7% came from these extra recruitment efforts, with the 
majority responding to online advertisements through social media, Craigslist, and 
BlackBostonOnline. 
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Study Design 
This was a cross-sectional study of the acceptability of rewards as a behavior 
management strategy among African-American parents conducted in part with support 
from physicians within the Department of Pediatrics at Boston Medical Center (BMC). 
The data from the present project came from a larger mixed-methods study, with both 
qualitative and quantitative procedures used to investigate parenting goals, practices, and 
reward-use acceptability. The research was conducted with the approval of the Boston 
University Institutional Review Board (IRB) and in compliance with ethical and 
procedural standards and guidelines set forth by the IRB for research with human 
subjects.  
Parents recruited through BMC, as well as those recruited for in-person 
participation through other community-based channels, contacted the study staff either 
during well-child visits (for those recruited from BMC) or later by phone or email. Study 
staff provided an overview of the study and then screened for eligibility. If eligible, 
parents selected a location of their choosing to complete the study (e.g., their home, a 
local library, Boston Medical Center, a place of employment, and the study office at 
Boston University).  
Parents also contacted the study from more distant locations, precluding in-person 
study participation. These parents were screened by phone. If eligible and interested, a 
time was arranged for the participant to complete the questionnaires remotely. At the 
scheduled time, study staff called parents by phone, conducted the verbal consent 
process, obtained verbal consent, then emailed the study link for parents to complete the 
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questionnaires on-line. Study staff remained on the phone to provide instruction for 
several of the sections of the online questionnaires. Participants then continued with the 
study without study staff on the phone and were instructed to call the study staff when 
they reached the end of the on-line questionnaires to conclude the study.  
Study materials were administered via the Qualtrics data collection software, on a 
study laptop, with in-person participants, or on a personal computer or mobile device 
belonging to the participant when participation was remote. Parents completed a variety 
of measures about themselves, their child, and questions related to vignettes. If parents 
reported having more than one child in the target age range, they were instructed to select 
one child of their choosing within the target age range upon whom to focus. Parents first 
filled in demographic information, followed by a measure of prevention/promotion focus. 
Next, participants were presented with a definition of rewards followed by four vignettes 
of children behaving in different ways (two vignettes of internalizing symptoms, one 
featuring a girl and one featuring a boy, and two vignettes depicting externalizing 
symptoms, one featuring a girl and one featuring a boy). There was also an audio 
recording of each vignette for parents to listen along while they read. The order of 
presentation of the vignettes was counterbalanced across participants. After each vignette, 
parents were prompted to respond to questions in Qualtrics related to reward use in those 
scenarios. After responding to all questions related to each of the four vignettes, parents 
answered question about their own views on and experience with using rewards. After the 
vignette task and questions on rewards use, parents completed additional measures (e.g., 
measures assessing their own child’s behaviors, parenting style, rational and irrational 
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parenting beliefs, parental attributions for child behaviors, and worldview) through 
Qualtrics. All participants, whether in-person or remote, received a $25 gift card for their 
time. 
Measures 
Outcome Measure- Rewards Acceptability 
Reward acceptability. Parents were presented with a definition of rewards. The 
definition was developed based on a process of expert review and consensus. An initial 
draft was produced by the principal investigator. This was disseminated to child 
behavioral health clinicians, specifically, and licensed clinical psychologists, who 
provided feedback and edits. Additional drafts were completed until a consensus was 
reached that the definition adequately reflected an understanding of rewards held by 
clinical psychologists (Appendix A). 
The definition of rewards was immediately followed by the presentation of 
vignettes. Parents were presented with four vignettes, two depicting externalizing 
symptoms (e.g., acting out and aggression) and two depicting internalizing symptoms 
(e.g., fearful and timid behaviors).  The vignettes were created based on DSM-5 criteria 
and expert review. Drafts of the vignettes were presented to licensed child psychologists, 
who provided edits and feedback. This iterative process was continued until consensus 
was reached. For each behavior type, there was one scenario describing a girl and one 
with a boy. Vignettes were counterbalanced and presented in one of eight randomly 
assigned orders based on a table of random numbers.  
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After reading each scenario, parents responded to the same set of eight questions 
from the Abbreviated Acceptability Rating Profile (AARP; Tarnowski & Simonian, 
1992). Minor word changes were made from the original measure to fit the present study 
(e.g., “treatment” was changed to “strategy”). Parents responded to questions indicating 
the extent to which they believed reward use to be an acceptable strategy (e.g., “This is 
an acceptable strategy for the child’s behavior”) in that scenario and the expected 
effectiveness of the strategy presented in that scenario (e.g., “The strategy should be 
effective in changing the child’s behavior”). Parent responses were captured using a 7-
point Likert-type scale from 1 (strongly disagree) to 7 (strongly agree). Two quality 
assurance questions were included at the end of the acceptability questions for each 
vignette as a check to make sure parents were responding based on the particular details 
of each separate vignette. These questions were about the sex of the child in the vignette 
and whether the symptoms presented were about sadness, fear, trouble concentrating, 
and/or impulsivity/“acting out” (parents could choose more than one response). Mean 
item response on the eight questions across all four vignettes was used as the indicator of 
acceptability, with higher scores indicating higher acceptability. The possible range was 
1.00-7.00 and the range of means in the sample was 1.00 to 6.81. Internal consistency 
was high (α = .95). 
Secondary Outcome Measure- General Acceptability of Rewards 
The General Acceptability of Rewards Measure (GARM) was created to assess 
parents’ general views on using rewards. This measure included 11 items with questions 
related to positive and negative beliefs parents may have about rewards (e.g., “Rewards 
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spoil children,” “Rewards and bribes are pretty much the same,” “Rewards motivate 
children to behave,” and “Rewards increase good behaviors”). A 7-point Likert-type 
rating scale was used with parents’ rating their level of agreement with each statement 
ranging from 1 (strongly disagree) to 7 (strongly agree). Mean item response on the 
Likert-type scale across all four vignettes was used as the indicator of general 
acceptability, with higher scores representing higher acceptability. The possible range 
was 1.00-7.00 and the range of means in the sample was 1.55 to 6.91. Internal 
consistency was high (α = .88). 
To control for reward use experience, parents also responded to questions related 
to their past and present practice of using rewards and any instruction they may have 
received about the use of this strategy. Dichotomous responses (yes and no) were 
recorded for past use of rewards, present use of rewards, history of parent training, and 
history of specific training on reward use. Correlations were examined to determine the 
best method for controlling for these factors. Neither history nor present use of rewards 
was related to the main outcome measure, so were not used as controls on those analyses. 
Training history, which was captured for about 26% of the sample due to an error in the 
online data collection method, was used as a control in several analyses, but was also not 
related to any outcomes.  
Predictors and Moderators 
Regulatory focus.  A modified version of the Self-Regulatory Focus Scale 
(Lockwood et al., 2002) was used to assess prevention and promotion focused parental 
motivation. The Self-Regulatory Focus scale is an 18-item self-report measure with a 
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prevention subscale (9 items) and a promotion subscale (9 items). Sample items include: 
“In general, I am focused on preventing negative events in my life” (prevention subscale) 
and “I frequently imagine how I will achieve my hopes and aspirations” (promotion 
subscale). For the current study, item modified wording was used to focus specifically on 
parental responses related to their children. For example, the items listed above were 
modified to read: “In general, I am focused on preventing negative events in my child’s 
life” and “I frequently imagine how to help my child achieve his/her hopes and 
aspirations.” Participants rated agreement with each statement using a Likert-type scale 
from 1 (not at all true of me) to 9 (very true of me). Lockwood and colleagues (2002) 
found adequate internal consistency for the prevention subscale (α = .76) and the 
promotion subscale (α = .90) in a sample of White British participants and East-Asian 
participants (prevention subscale α = .82; promotion subscale α = .78). Internal 
consistency values were similar in the present study (prevention subscale α = .77; 
promotion subscale α = .84). 
Parenting style.  Parenting style was measured by the Parenting Styles and 
Dimensions Questionnaire (PSDQ; Robinson, Mandaleco, Olsen, & Hart, 2001). The 
PSDQ is a 62-item self-report measure with subscales for authoritative, authoritarian, and 
permissive parenting. The first two scales were used in the current research. Items are 
measured on a five-point Likert-type scale from 1 (never) to 5 (always). In a review of 
the psychometric properties of the measure, Olivari and colleagues (2013) found 
adequate Cronbach’s alphas for the authoritative (.71-.97) and authoritarian (.62-.85) 
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subscales. Reliability statistics in the present study were consistent with previous research 
(authoritarian subscale α = .69; authoritative subscale α = .87). 
Parenting beliefs.  The Parenting-Rational and Irrational Beliefs Scale (P-RIBS; 
Gavita et al., 2011) was used to assess parenting beliefs related to child behavior. The P-
RIBS is comprised of two subscales that assess rational beliefs and irrational beliefs. The 
irrational beliefs subscale measures absolutist and rigid types of parenting beliefs. This 
subscale includes items related to “awfulizing” (“I think it is awful to be a bad parent”), 
“badness” (a scale indicating views of behaviors as “bad” but not “awful,” e.g., “It is 
unpleasant and unfortunate to be disobeyed by my own child, but it is not terrible”), and 
demandingness (“My child absolutely must respect and obey me”). Items are answered 
on a five-point Likert-type scale from 1 (strongly disagree) to 5 (strongly agree). The 
irrational beliefs subscale was the primary focus of data analysis. The P-RIBS shows 
good psychometric properties with a Cronbach’s alpha of .73 for the total score, .83 for 
the rational beliefs subscale, and .78 for irrational beliefs subscale. The internal 
consistency in the present sample was low for both the rational (α = .58) and irrational 
(α = .56) beliefs subscales. 
Behavioral attributions.  Parental attributions of child behaviors were assessed 
using the Parent's Attributions for Child's Behavior Measure (PACBM; Pidgeon & 
Sanders, 2002). The PACBM has several subscales. The one used in the present project 
was the Internal subscale, which assessed the degree to which parents attributed child 
behaviors to dispositional characteristics such as traits and feelings. For this subscale, 
parents read a scenario and imagined their child in that scenario. Parents were then asked 
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how strongly they believed the behavior to be caused by factors related to the child (“My 
child’s behavior is due to something about my child; for example, because that’s the way 
she or he is”). Parents rated their responses using a six-point Likert-type scale, with 
ratings from 1 (disagree strongly) to 6 (agree strongly). Studies show acceptable 
reliability (α = .83). Internal consistency in the present study was high (α = .90). 
Afrocentric worldview. This construct was assessed using the Belief Systems 
Analysis Scale (BSAS; Montgomery et al., 1990). This 31-item measure captures the 
degree to which individuals adhere to a worldview that is communal, holistic, and non-
materialistic. Sample items include: “It is easy for me to see how the entire human race is 
really part of my extended family,” “When I think about all the difficulties in life, I have 
trouble seeing any meaning or order to it,”  “If I just had more money, my life would be 
more satisfying,” “I can remain calm and peaceful even when my boss blames me for 
another’s mistakes,” and “I feel badly when I see friends from high school who have 
better cars, clothes, or home than I do.” Items are coded on a 5-point Likert-type scale 
from 1 (strongly disagree) to 5 (strongly agree). Items are summed (after reverse-coding 
“non-Afrocentric” items), creating a total score. The measure can produce an overall 
score as well as categories. Scoring guidelines provide five categories that reflect varying 
levels of worldview. Scores in the 32-59 range may be categorized as reflecting a Highly 
Non-Afrocentric worldview, 60-84 was labeled Moderately Non-Afrocentric, 85-109 was 
considered Mixed Mainstream, 110-134 was categorized as Moderately Afrocentric, and 
finally scores of 135+ were said to reflect Highly Afrocentric worldviews. The present 
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study used continuous scores for analyses. Categories are presented for later qualitative 
comparison. Internal consistency in the present study was good (α = .78). 
Co-Variates 
Child Behaviors. Parents reported on behavioral difficulties for their children 
using the Pediatric Symptom Checklist (PSC). The PSC is a 35-item parent report 
measure used as a screening tool to assess for a variety of behavioral symptoms which 
may be seen in children. Parents were asked to rate the frequency with which behaviors 
occur on a scale from “Never” to “Sometimes” to “Often,” corresponding with numerical 
ratings of 0, 1, and 2 respectively. The measure yields a total score, with totals less than 
28 indicating a lack of clinically significant impairment and scores of 28 or higher 
corresponding with clinically significant impairment for children six through eighteen. 
Impairment criteria are based on validity studies comparing PSC ratings with results from 
in-depth diagnostic interviews completed by clinicians (Jellinek et al., 1998). For children 
three through five, four items relevant to elementary-school age children are unscored. 
The remaining 31 items yields a total score, with a score of 24 or higher representing 
clinical impairment (Little et al., 1994; Pagano et al., 1996). Findings support the PSC 
cutoff score of 28 in research showing a specificity of 0.68 for clinical impairment in 
comparison to clinician ratings of impairment for behavioral difficulties (Jellinek et al., 
1988; Murphy, Reede, Jellinek, and Bishop, 1992). Studies show strong internal 
consistency (α = .91; Murphy & Jellinek, 1988; Murphy et al., 1996), which was true for 
the present study also (α = .92). 
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Demographics. Participants responded to questions about their basic demographic 
characteristics. Data collected included characteristics of the child (age and sex) and 
parent (age, sex, educational level, household income, and employment status). 
Data Analysis 
Data were analyzed using SPSS, version 24.0. Descriptive statistics were 
examined for all variables, and normality was assessed for continuous variables. All 
variables of interest fell in the acceptable range for skewness and kurtosis. Thus, no data 
transformations were required. Data were also examined for outliers. An analysis of 
extreme values highlighted one outlier data point in the GARM variable and another from 
authoritative parenting style. Both data points were greater than four standard deviations 
below the mean, so these were removed from the dataset.  
The dataset was also examined for missing data. Where less than 20% of the data 
was missing on a measure, the missing data was replaced with the person-mean (Bono, 
Ried, Kimberlin, & Vogel, 2007; Downey & King, 1998). Two participants had over 
20% of data missing on both measures of rewards acceptability, so they were not 
included in analyses with reward acceptability as an outcome.   
Initial analyses included investigations of bivariate correlations between predictor 
variables, co-variates, and outcome variables for statistically significant findings. 
Hierarchical linear regression was used to assess reward acceptability as predicted by 
authoritarian parenting and prevention focus (hypothesis 1a). This approach was again 
used to test for moderation by irrational parenting beliefs and internal attribution 
(hypotheses 2a, and 2b). To assess for an interaction between vignette behavior and 
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gender (hypothesis 1b), a two-way within subjects ANOVA was used. Finally, 
independent sample t-tests were used to examine differences on parental age, reward 
acceptability, regulatory focus, parenting style, rational/irrational beliefs, and behavioral 
attributions between individuals high and low on endorsement of Afrocentric worldview 
based on a mean split (hypothesis 3) and between mothers and fathers (hypothesis 4). 
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CHAPTER THREE- RESULTS 
Descriptive Statistics 
 Table 1 displays the basic demographics and characteristics of the study sample. 
There were 79 participants in the final sample, with a mean age of 37 years (SD = 7.9). 
Over three-quarters of the participants were female (n = 61; 77%) and the sample was 
fairly well-educated. All participants at a minimum graduated from high school or 
obtained a GED and almost half (n = 38; 48%) had a four-year college or advanced 
degree. Just under three-fourths of the participants were employed (n = 57; 72%) and the 
median income range was $40,000 - $49,999. Parents selected one child to focus upon 
when responding to questions about their child’s behaviors and their own parenting 
practices. The average age of the index child was 8 years (SD = 2.8). Most parents (91%) 
reported the sex of their child, which was fairly evenly split between boys (47%) and 
girls (44%). 
Bivariate correlations were conducted to examine significant relationships 
between the outcome variables (vignette and general reward acceptability), predictor 
variables (authoritarian parenting style, prevention focus, irrational beliefs, internal 
attributions, and Afrocentric worldview), and co-variates (authoritative parenting style, 
promotion focus, rational beliefs, child behavior problems, parent training history, and 
parental demographics—sex, age, income, education). Correlations are presented in 
Table 2 along with means and standard deviations. The primary outcome was reward 
acceptability in response to vignettes, also referred to as vignette reward acceptability. Of 
the 79 parents who completed the study, two had insufficient data on the measures of 
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reward acceptability and are excluded from analyses related to this outcome variable. 
Vignette reward acceptability was significantly correlated with general attitudes towards 
rewards as measured by GARM ratings (r(74) = .41, p = < .001), the secondary measure 
of reward acceptability, which captured broader views on reward acceptability. Parents 
who viewed rewards as acceptable in the context of the specific vignettes endorsed more 
favorable general attitudes towards reward-use. Notably, although these two variables 
were correlated, they did not overlap to such a degree as to suggest that they measured 
identical constructs. The only other variable to be significantly associated with vignette 
reward acceptability was authoritative parenting style (r(74) = .23, p = .05). Parents with 
higher scores on the authoritative parenting style subscale were more likely to respond 
favorably about using rewards for the types of behaviors depicted in the vignettes. One 
other variable approached a statistically significant correlation with vignette reward 
acceptability and that was parent age (r(74) = -.22, p = .055). This negative correlation 
suggested that parents who were older rated reward use in response to the vignettes less 
favorably than younger parents did. No other variable was significantly correlated with 
vignette reward acceptability. 
 The secondary measure of reward acceptability was the general acceptability of 
reward measure (GARM). In addition to significant associations with the vignette reward 
acceptability measure, as noted above, GARM ratings were significantly correlated with 
quite a few more variables in the study. These included statistically significant negative 
associations with irrational beliefs (r(74) = -.24, p = .04) and the internal attribution 
subscale (r(74) = -.35, p = .002). This suggests that lower general reward acceptability 
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was associated with more rigid parenting beliefs and greater internal attributions about 
child behaviors. On the other hand, GARM was significantly positively correlated with 
present reward use (r(70) = .29, p = .01), Afrocentric worldview (r(74) = .27, p = .02), 
and authoritative parenting style (r(74) = .27, p = .02). This suggests that favorable views 
of reward use in general were associated with present use of rewards, stronger 
endorsement of Afrocentric worldview, and having a parenting style characterized as 
higher in warmth and control. There was a trend towards significance for the negative 
association between authoritarian parenting and general acceptability of rewards (r(74) = 
-.21, p = .07), as well as a positive association with a tendency to endorse more rational 
and flexible parenting beliefs (r(74) = .22, p = .06) suggesting that lower authoritarian 
parenting and thinking more flexibly about parenting predicted more favorable views of 
reward use as assessed by the general attitudes measure. 
Acceptability of Rewards- Hypothesis 1a 
Overall, parental responses were in the neutral to slightly negative range for 
ratings of the acceptability of using rewards to improve child behaviors in the context of 
the vignettes, with an item mean score of 3.89 (SD = 1.20) on a 7-point Likert-type scale. 
An item response of 3 corresponded to “somewhat disagree” and 4 corresponded to 
“neither agree nor disagree.” In contrast, parents responded with more favorable attitudes 
when asked about rewards in general, not related to any particular scenario. Answers 
were also rated based on a 7-point Likert-type scale, with a mean item response of 5.39 
(SD = 0.81). A response of 5 and 6 corresponded to “somewhat agree” and “agree” 
respectively. 
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To test the main hypothesis, hierarchical linear regression analyses were run to 
determine the extent to which prevention focus and authoritarian parenting accounted for 
the variance in reward acceptability. Results are presented in Table 3. The first step in the 
regression model included parental demographic variables (age, education, and income). 
The next step controlled for reported behavior problems for their child. Prevention focus 
was then added followed by authoritarian parenting style. The model for the first step 
containing demographic variables was not significant (R2 = .063, F (3,72) = 1.60, p = 
.20). When child behavior problems were added to the model, it remained non-significant 
(R2 = .074, F (1,71) = 0.84, p = .36). The model including prevention focus was also not 
significant (R2 = .075, F (1,70) = 0.14, p = .71), nor was the model including authoritarian 
parenting (R2 = .085, F (1,69) = 0.71, p = .40).  
Post hoc power analyses were conducted using GPower for the main hypothesis 
(Faul, Erdfelder, Buchner, & Lang, 2009; Faul, Erdfelder, Lang, & Buchner, 2007). 
Based on a = .05, an effect size f2 = .0929, n = 77, and six predictors, the power to detect 
this effect size was .44. 
As a comparison, analyses were run again with the secondary measure of reward 
acceptability, the GARM measure. The regression equations including authoritarian 
parenting, prevention focus, and control variables were also not statistically significant. 
Contrary to the main hypothesis, authoritarian parenting and prevention focus did not 
significantly explain variance in reward acceptability for either outcome measure. 
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Vignette Child Characteristics and Acceptability- Hypothesis 1b 
It was expected that parents would have the lowest ratings for vignette reward 
acceptability for vignettes depicting boys and externalizing symptoms, and that there 
would be an interaction between the two such that the acceptability would be lowest for 
boys with externalizing symptoms. 
 To test this hypothesis, vignette reward acceptability was subjected to a two-way 
within subjects ANOVA. This two-by-two factor design included gender (girl versus 
boy) and behavior type (internalizing versus externalizing symptoms). Table 4 includes 
the means and standard deviations and Figure 1 depicts the results. The interaction effect 
of gender and behavior type was not significant F(1,74) = 0.535, p = .47. The main effect 
of behavior type was statistically significant F(1,74) = 38.28, p < .001, ηp2 = .34, 
indicating that the mean for vignette reward acceptability was higher for externalizing 
symptoms (M = 4.47, SD = 1.47) than for internalizing symptoms (M = 3.26, SD = 1.47). 
In contrast, there was no significant main effect for the gender of the child featured in the 
vignette on reward acceptability F(1,74) = 0.002, p = .96 suggesting that the mean 
acceptability scores for vignettes featuring boys (M = 3.86, SD = 1.34) was not 
significantly different from vignettes with girls (M = 3.87, SD = 1.25).  
 To summarize, there was a significant effect of behavior type on parental ratings 
of reward acceptability in response to the vignettes. Parents rated reward use for 
externalizing symptoms more favorably than for internalizing symptoms regardless of the 
gender of the child featured in the vignette. This finding was in contrast with the 
hypothesis that externalizing symptoms would elicit lower acceptability ratings. 
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Parenting Beliefs and Acceptability- Hypothesis 2a 
Moderation analyses were run to assess an interaction between authoritarian 
parenting and inflexible parenting beliefs on views of reward-use acceptability. An 
interaction term was created between the mean-centered variables for authoritarian style 
and irrational beliefs subscale. Next, vignette reward acceptability was regressed onto the 
mean centered variables and their interaction term. Although the overall model fit was 
improved by including the interaction term, the model still did not reach statistical 
significance, β = .11, t(73) = 1.65, p = .10. As a comparison, analyses were re-run with 
GARM as an outcome, with similar nonsignificant results, β = -.020, t(73) = -.40, p = .69. 
Contrary to the hypothesis, irrational beliefs did not have a statistically significant 
moderating influence on the relationship between authoritarian style and reward use 
acceptability. 
Behavioral Attributions and Acceptability- Hypothesis 2b 
It was hypothesized that internal behavioral attributions may play a moderating 
role, interacting with authoritarian parenting to influence reward-use acceptability. 
Reward acceptability was regressed onto the mean-centered predictor variables and their 
product term. The contribution of the product term to the equation was non-significant 
with vignette reward acceptability as the outcome β = .049, t(73) = 1.02, p = .31 and 
GARM β = .014, t(73) = 0.45, p = .65, suggesting that internal behavioral attributions 
was not a significant moderator. The relationship between authoritarian parenting style 
and reward acceptability was unchanged as a function of internal behavioral attributions. 
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Afrocentric Worldview- Hypothesis 3 
Using a mean split technique, Afrocentric worldview was recoded into low versus 
high levels that closely reflected the categorical descriptors from the measure creators 
(Montgomery, Fine, & James-Myers, 1990). The low level of Afrocentric worldview 
captured individuals who would have predominantly been labeled as Moderately Non-
Afrocentric to Mixed Mainstream, while those in the high level matched with the 
Moderately to Highly Afrocentric categories. 
 Independent sample t-test analysis was used to examine differences between 
parents categorized as high and low on the Afrocentric Worldview scale. A summary of 
several of the findings is presented here with more detailed data presented in Table 5. 
Differences were examined for parenting variables (parenting style, regulatory focus, 
parenting beliefs, and demographic variables) and reward use favorability. Differences 
were found as hypothesized with relation to age. Findings from the independent samples 
t-test showed a statistically significant difference in mean age between low (M = 34.9, SD 
= 6.43, n = 39) and high (M = 39.0, SD = 8.85, n = 39) Afrocentric worldview (t = -2.30, 
df = 76, p = .02, 95% CI for mean difference -7.52 to -0.54). Parents with lower 
Afrocentric worldviews tended to be younger. Contrary to expectations, average 
promotion focus did not differ between the two groups. There were mixed results for 
reward acceptability. On the vignette reward acceptability measure, no statistically 
significant differences were found for the aggregated measure nor subgroupings by sex or 
behavior type. On the other hand, there were statistically significant differences for 
general attitudes towards reward-use between parents rated low (M = 5.16, SD = 0.76, n = 
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38) and high (M = 5.61, SD = 0.80, n = 38) in Afrocentric worldview (t = -2.57, df = 74, p 
= .01, 95% CI for mean difference -0.82 to -0.10).  
Although there was no difference in promotion focus, there was a statistically 
significant difference in prevention focus, with parents in the low Afrocentric worldview 
category endorsing more of a prevention focus. Taken together, both groups equally 
emphasized the importance of promoting positive outcomes for children, but parents with 
lower Afrocentric worldview also tended to emphasize more often avoiding negative 
outcomes for their children as compared to those rated higher on the worldview measure. 
 Statistically significant differences were also found on measures of parenting 
beliefs and parenting style. Parents in the high Afrocentric worldview group had lower 
authoritarian and higher authoritative parenting styles. Furthermore, the high Afrocentric 
worldview group had higher ratings on the rational parenting beliefs scale and lower 
ratings on the irrational parenting beliefs scale. 
Mothers Versus Fathers- Hypothesis 4 
Independent sample t-tests were run to assess for differences between mothers 
and fathers and results are presented in Table 6. Fathers (M = 39.0, SD = 8.48, n = 18) 
were generally older than mothers in the study (M = 36.3, SD = 7.75, n = 60), although 
this difference was not statistically significant (t = 1.26, df = 76, p = .21, 95% CI for 
mean difference -1.56 to 6.92). Fathers (M = 3.65, SD = 1.46, n = 18) had slightly lower 
vignette reward acceptability as compared to mothers (M = 3.95, SD = 1.12, n = 60), but 
this also was a non-significant finding (t = 1.26, df = 76, p = .36, 95% CI for mean 
difference -0.96 to 0.35). The difference based on general attitudes of reward 
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acceptability and acceptability ratings based on gender and behavior type were also not 
significantly different between mothers and fathers. All additional variables showed no 
evidence of statistically significant differences between mothers and fathers. 
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CHAPTER FOUR- DISCUSSION 
 Research on parenting practices and behavioral health interventions targeted 
towards parents is extensive (Forehand et al., 2013). Nonetheless, there are gaps in the 
literature with relation to racial/ethnic group differences (Coard et al., 2004) and many 
studies do not include substantial representation of African-American parents. This 
project attempted to address that particular gap by investigating the perspectives of self-
identified African-American parents of U.S. lineage. The study focused on reward-use as 
a behavioral intervention recommendation commonly endorsed by a wide range of 
providers from medical and behavioral health settings. A foundational premise of this 
project was that treatment recommendations require a degree of acceptability to be 
adopted (Reimers, Wacker, Cooper, & DeRaad, 1992). Key to this project was an 
analysis of demographic and culturally related variables that were predicted to influence 
parental attitudes towards reward-use. These variables were expected to influence the 
social validity (acceptability) of rewards as a behavioral intervention to improve child 
behaviors. 
 A number of findings should be highlighted from this study. The main hypothesis 
was not supported. Authoritarian parenting and prevention goal orientation did not 
significantly contribute to reward acceptability in response to vignettes depicting girls 
and boys described as having internalizing and externalizing symptoms. Authoritarian 
parenting and prevention goal orientation also did not significantly contribute to general 
attitudes towards reward use. Endorsement of authoritarian parenting style was relatively 
low in the current study as were acceptability ratings for the vignettes. Although the data 
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were normally distributed, it is possible that there was too small of a range to detect 
associations with reward acceptability. 
 Regulatory focus was also not predictive of reward acceptability. This was true 
for the main variable of interest, prevention focus, as well as the complementary 
construct of promotion focus. The extent to which African-American parents in the study 
focused on preventing harm or promoting gain for children seemed unrelated to their 
willingness to endorse rewards as an acceptable option in response to the target vignettes. 
A reason for this could be that regulatory goals reflect higher order aims as compared to 
the more proximate circumstances that might require an immediate behavioral 
intervention (Scholer & Higgins, 2013). Thus, one’s higher order aims may not always 
relate to the particular tactics used to address present circumstances and challenges in 
relation to problematic child behaviors. Furthermore, since the acceptability ratings were 
based on responses related to a hypothetical child, it may be that parents favor particular 
strategies for their own child that may be different than what they would endorse for a 
child who is not their own. 
The present study involved modifications to the concept of regulatory-focus to 
reflect parental goals for children. This represents a shift from the traditional emphasis of 
regulatory focus on self-directed goals. This could call into question the validity of the 
construct examined in this study in relation to the traditional construct. However, 
research linking regulatory focus to parenting style adds credence to this extrapolation 
(Keller, 2008). There is evidence that prevention self-regulatory focus correlates with 
harsher parenting practices (Keller, 2008). Similarly, the present study found that 
  
49 
prevention focus was significantly related to authoritarian practices. While not providing 
definitive proof, this similar relationship would be expected if the construct investigated 
in this study is consistent with the original construct.  
 The hypothesis that the vignette child behavior type and gender would influence 
acceptability ratings was partially supported, although opposite the expected direction. 
Parents in the study displayed more favorable attitudes towards using rewards in the 
context of externalizing symptoms regardless of whether the vignette featured a boy or 
girl and less favorable attitudes towards reward-use with vignettes depicting internalizing 
symptoms, again, irrespective of gender. Externalizing symptoms are expected to elicit 
harsher parenting practices (Harold et al., 2013), and consequently, lower reward-
endorsement. Instead, parents were more inclined to endorse reward-use in those 
scenarios. During qualitative interviews for a secondary study, several parents noted that 
there seemed to be deeper issues going on for the children with internalizing symptoms 
and that a strategy such as rewards was not well-suited to address the deeper underlying 
problems that were contributing to the vignette child’s symptoms of low mood and 
anxiety. Furthermore, this analogue study provided more information and details in the 
vignettes for parents to consider than what might be available to parents in typical, “real-
world,” situations. Providing parents with a detailed description of the context of the 
behaviors may have further influenced them to reflect on underlying reasons (promoting 
their conviction of “something deeper” going on) for the vignettes depicting internalizing 
behaviors. This perception of rewards as ill-suited for internalizing symptoms may 
provide an explanation for the differences in ratings. This is an important consideration in 
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light of the increasing trend to adapt parent management trainings to address internalizing 
behaviors, which has shown promising results (Comer et al., 2012; Lebowitz, Omer, 
Hermes, & Scahill, 2014; Lenze, Pautsch, & Luby, 2011; Pincus, Eyberg, & Choate, 
2005; Pincus, Santucci, Ehrenreich, & Eyberg, 2008). To increase the chances that results 
are generalizable, it may be critical to provide a strong rationale for using reinforcement 
techniques, such as rewards, if the concept of using rewards for that type of problem is 
too dissonant with what is considered appropriate for the type of behavior problem. 
 Moderator analyses investigating the interaction between authoritarian parenting 
and parenting beliefs, as well as internal behavioral attributions and their effects on 
reward use acceptability ratings, yielded no statistically significant effects, contrary to the 
hypothesis. Furthermore, internal attributions have been linked to authoritarian parenting 
(Hastings & Rubin, 1999), which was also not found in the present study. Research on 
the relationship between parenting style, attributions, and emotions has shown that 
parents with higher authoritarian approaches may respond to negative child behaviors 
with more internal attributions and anger (Coplan et al., 2002). Furthermore, irrational 
beliefs (i.e., cognitive distortions) have been associated with harsher parenting practices 
(Respler-Herman et al., 2012). However, the internal consistency of the irrational beliefs 
measure was fairly low, which may suggest that the particular items were not reliably 
capturing this construct in the present sample.  
Taken together, it was reasonable to expect that there would be synergistic effects 
when internal attributions and irrational beliefs were each combined with authoritarian 
parenting, and that the combination of the pairs (internal attributions and authoritarian 
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parenting and irrational beliefs and authoritarian parenting) would decrease acceptability 
ratings for reward-use. However, this was not what was found in the present study. 
Ultimately, given that overall acceptability towards reward-use was fairly low in response 
to the vignettes, it may be that parents in the sample just did not particularly favor using 
rewards in the types of scenarios presented regardless of parenting style or cognitions. 
Since there was variability in acceptability by behavior type, additional analyses should 
consider the degree to which these constructs make a difference on acceptability of 
rewards for externalizing behaviors. 
 An exploration of Afrocentric worldview highlighted several interesting findings. 
Those with higher ratings were more likely to endorse favorable general attitudes towards 
reward use. In addition, they tended to be older, had higher ratings of authoritative 
parenting styles, and endorsed more rational parenting beliefs. Those with lower 
Afrocentric worldviews were more likely to emphasize a prevention goal orientation, to 
adopt a more authoritarian parenting style (although this was relatively low overall for 
both groups) and endorse more rigid parenting cognitions related to thinking in extremes 
as opposed to adopting more balanced and flexible thinking. 
 It was somewhat surprising that higher levels of Afrocentric worldview 
endorsement were associated with more favorable general attitudes towards rewards. This 
was especially surprising given the emphasis on nonmaterial values rooted in an 
Afrocentric viewpoint. However, the definition of rewards provided to participants 
emphasized that rewards need not be something purchased, but could be positive 
experiences such as a later bedtime or a trip to a park with a parent. It may be that those 
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higher on the dimension of Afrocentric worldview had such non-material examples of 
rewards in mind when reporting their acceptability ratings.  
The age-difference for high versus low Afrocentric worldviews may be explained 
by a couple of phenomena, which are not mutually exclusive. First, although the age 
difference may not seem large (a little over four years), the average ages do converge 
with distinctions made in generational characterizations. The younger age range 
corresponding to the generation categorized as “Millennials” and the older range 
corresponding to the generation categorized as “Generation X” (Gurau, 2012). This may 
suggest that the groups reflect somewhat distinct cohort. Therefore, it may be that cohort 
effects explain, if only partially, differences between worldview endorsement. Younger 
cohorts may be less socialized into an ethnocentric worldview and instead may more 
frequently adopt a cosmopolitan perspective or may have varied values from previous 
generations (Cohen, 2011; McDonald, 2002). Second, the difference may also be 
explained by the trend noted in life-span developmental psychology that there is a 
positive correlation between age and endorsement of cultural values (Fung, 2013). 
However, the direction of such effects cannot be ascertained in a correlational study. 
The final analyses explored differences between fathers and mothers in the study. 
Although no difference was found, this is likely a reflection of the small sample of fathers 
in the study that significantly limited the ability to conduct meaningful subgroup 
analyses. Other studies with larger samples, few though they may be, show mixed trends. 
In a study of generational and gender differences of parenting attitudes of European-
American and African-American families, researchers found some similarities between 
  
53 
mothers and father, but also noted that fathers tended to have a stronger belief in 
traditional childrearing gender roles (Cichy, Lefkowitz, & Fingerman, 2007). There is 
also evidence for difference from studies suggesting that African-American fathers used 
less harsh disciplinary techniques (Adkison-Johnson et al., 2016; Daddis & Smetana, 
2005). Another study that included 51 African-American mother-father dyads found 
similarities in the ratings of the importance of limit setting between mothers and fathers 
(Smetana & Chuang, 2001). In addition, Daddis and Smetana (2005) found that African-
American mothers (N = 73) and fathers (N = 44) had similar goals for their adolescent 
child’s autonomy. These few findings only begin to develop the picture of convergent 
and divergent trends for African-American mothers and fathers that relate to beliefs, 
values, and practices. However, much more needs to be done on these types of specific 
factors, as well as on their interrelationships, highlighting a clear and compelling need for 
more research in this area. 
Strengths 
There were several strengths of this study that help to advance the literature on 
cross-cultural treatment acceptability and cultural competence. Focusing the inclusion 
criteria on African-American parents of U.S. lineage allowed this study to highlight 
particularities that may not be evident when research aggregates data for all who identify 
as Black/African-American into one group, regardless of immigrant status. Meaningful 
differences may warrant analyses at sub-group levels, as opposed to just at higher-level 
racial/ethnic categories that may be overly broad given the importance of considering 
within-group variability. Such sub-level analyses will better allow researchers and 
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clinicians to understand the impact of behavioral health concerns and potential 
disparities, ultimately helping to tailor interventions to best fit the needs of a group. 
Tailored interventions have been significantly associated with increased treatment 
engagement and treatment satisfaction (Kumpfer et al., 2002). An increased awareness of 
the particularities of various groups (e.g., Black versus White comparisons) or subgroups 
(e.g., African-American versus Caribbean-American) will help to guide efforts towards 
specific modifications that may be important to consider and/or help determine when 
culturally-specific modifications are not necessary. The ultimate goal of any modification 
is no different than the goals for treatment adjustments and enhancements that researchers 
and clinicians already implement—to maximize treatment effectiveness with a particular 
population, thus continuing to addresses the real-world impact of treatments after they 
have been validated in research settings.  
Another strength of this study was that in addition to a general attitude measure, 
vignettes were used as proxies for real-world scenarios that reflected the types of clinical 
situations that might elicit a recommendation of rewards as a component of treatment. 
This allowed for an efficient and cost-effective way to assess attitudes towards reward-
use that could be easily adapted for a wide range of treatment strategies. It also allowed 
us to see a different pattern of responses between general attitudes about a treatment 
versus the reactions to the treatment in a specific context, the latter of which receiving 
lower favorability. This finding further underscores that higher-level attitudes, goals, and 
values do not always result in a specific response in a particular situation. Social 
psychologists have considered the relationship between attitudes and behaviors for 
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decades (Ajzen & Fishbein, 2005; Weigel & Newman, 1976). Some have proposed that 
the inconsistent connection between the two may be explained by the concept that “a 
person's attitude toward an object influences the overall pattern of his responses to the 
object, but that it need not predict any given action” (Ajzen & Fishbein, 1977; 2005). 
General attitude measures assess theoretical values and beliefs absent the competing 
goals and contextual cues of a particular situation, which also shape behavior. The 
complexities of real scenarios trigger a cascade of intermingling influences from 
attitudes, to intentions, to beliefs—all of which interact with a broader factor—to 
influence behaviors in a given moment (Ajzen & Fishbein, 2005). This complex reality 
underscores the importance of including multiple measures related to behavior and to 
continue to develop a more comprehensive understanding of the factors that influence 
and predict behaviors. 
Finally, this study is the only study found that examined Afrocentric worldview in 
relation to parental attitudes. Worldviews are ubiquitous enough such that they may 
influence much of our experiences, impacting attitudes and behaviors, but they are rarely 
studied in the context of health beliefs and attitudes. With the majority of research and 
clinical recommendations emerging from a Eurocentric paradigm, it may be that these 
shape treatment approaches and strategies in a way as to fit well for others endorsing a 
similar worldview, but the fit may not be as good for populations with a different 
worldview. This may lead to cultural clashes, fears, and feelings of being misunderstood, 
which could promote distance and distrust between individuals with different 
worldviews. This would be expected to have a deleterious impact on the potential for a 
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therapeutic alliance. Cultural competence emphasizes an understanding of the influence 
of culture on identity, beliefs, and behaviors (SAMHSA, 2014).  However, knowledge of 
macro-level cultural trends should never be overly relied upon for understanding the 
individual, lest one fall into the trap of overgeneralizing, or worse, interacting with 
parents through the lens of stereotypes, which may be equally, if not more, problematic 
than turning a blind eye to matters of culture. Researchers and practitioners alike must 
strike a balance between recognizing culturally relevant distinctions, as well as the ways 
in which these are internalized to such a degree as to influence individual perspective and 
behaviors. Efforts towards achieving that balance serve as a critical step towards 
increased cultural competence (SAMHSA, 2014). 
Limitations 
In addition to these strengths, several limitations should be highlighted. The most 
notable relates to the generalizability of the sample. The overall sample was limited to 
parents identifying as African-American and there were several characteristics of the 
sample suggesting that the sample may not be completely representative of the general 
population of African-Americans of U.S. lineage. First, the average education level for 
the sample was particularly high, with 100% of the sample having at least a high school 
diploma or GED. In contrast, according to data from the U.S. Census Bureau, 
approximately 84.3% of African-Americans age 25 or older have at least a high school 
degree, which means just under 16% within that age range do not have a high school 
degree. Furthermore, there was a high representation of individuals in the study sample 
with a college or advanced degree. In fact, the total percentage was approximately 48%. 
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This is over double the national average of 20% of individuals identifying as Black on the 
U.S. Census who reported obtaining a bachelor’s or advanced degree. Second, the median 
income for study sample, which was in the range of $40,000-$49,999, was also higher 
than the national average estimated to be approximately $35,400 in 2014. Although these 
comparisons are important to note, it is also critical to point out that the U.S. Census 
Bureau data combines information from all individuals identifying as Black, which would 
include a broader demographic range than was investigated in the current study. In fact, 
recent research suggests that African-Americans of U.S. lineage may have a lower SES 
than other segments of the Black population in America (Muñoz et al., 2015). Third, 
since much of the recruitment occurred through on-line means, and required remote 
participants to have access to a computer, tablet, or smart phone, the sample would be 
skewed towards individuals having a familiarity with and access to such devices, 
although this is an increasingly normative trend. Finally, it is important to note that this 
was not a random sample, but a convenience sample, which further limits its potential 
generalizability. African-American parents who were willing to respond to print and 
online advertisements to participate in a research study may be different than those not 
likely to respond to such advertisements or who are uninterested in participating in 
research. 
Another limitation in the sample was the low enrollment of fathers. Although this 
difficulty was somewhat anticipated, given that an aim of the study was to explore 
differences between fathers and mothers, the lower numbers certainly represents a 
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limitation. Future studies should include a large enough sample of fathers as to be able to 
conduct sufficiently powered analyses and comparisons. 
Finally, although the scenarios presented in the vignettes seemed to represent 
sufficiently the type of clinical scenarios in which behavioral strategies such as rewards 
might be a part of treatment recommendations, such strategies would not be offered in 
isolation. Rather, they would be a component of a larger treatment plan that would 
include a wider constellation of intervention strategies. It may be that presenting the 
option of using rewards in isolation of a broader treatment plan diminished its ecological 
validity. More specifically, parents may have responded more favorably if rewards were 
presented in the context of a larger treatment plan. Thus, it is difficult to know whether 
the lack of favorability towards using rewards was due to a general sense that rewards 
were inappropriate for the scenarios in the vignettes or simply that parents felt other steps 
needed to be taken first. In a real-world scenario, parents would have the opportunity to 
receive a more extensive rationale and the use of rewards would be embedded in a 
comprehensive plan to address the types of behavioral health concerns presented in the 
vignettes. 
Clinical Implications 
African-American parents in the present study expressed a high rate of past and 
present reward use. Notably, there were mixed results regarding views on the 
acceptability of this strategy. While parents rated reward use as more acceptable based on 
a general attitudes measure, they had lower ratings of acceptability for reward use in the 
context of scenarios describing the types of clinical behaviors that may prompt a parent to 
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seek out behavioral health services. This was particularly true in the context of 
internalizing symptoms. 
The fact that parents endorsed high rates of reward use in the past and present 
suggested a certain measure of acceptability that was not reflected in responses to the 
vignettes. This is important for clinicians to know. A clinician could recommend reward-
use in the context of a treatment for an internalizing disorder (e.g., rewards for successful 
engagement in behavior activation in the context of depression treatment or for 
completing an exposure-based task to conquer a fear in the context of anxiety treatments) 
with the assumption that the strategy will be accepted as a valid approach for the parent. 
If the parent does not follow through on the treatment strategy, the clinician may assume 
that it is due to noncompliance or a need for more information on how to implement the 
strategy. In fact, what may be needed is more of a bridge linking the recommendation to 
the bigger picture of treatment goals, while investigating the ways in which a parent has 
previously utilized such approaches. It may be important to begin by exploring how 
parents have already incorporated a strategy like rewards and the types of situations for 
which they feel rewards are best suited. The clinician could then suggest experimenting 
with another use of rewards to see how they might address problems for which parents 
had not considered them a fit, similar to an “off-label” use of a pharmacological 
treatment. However, if an exploration of the possibility of using rewards in these 
expanded ways clashes too much with a parent’s values and/or cultural beliefs, it would 
be important to weigh the pros and cons of continuing to push for that intervention, as 
opposed to replacing it with another viable option that offers a better fit. 
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Future Directions for Research and Conclusion 
An analogue model with vignettes to depict clinical scenarios of children 
behaving in different ways was used to assess the social validity / acceptability of 
rewards as a behavior management strategy among African-American parents of U.S. 
lineage. The results of the study showed that there were nuanced factors that influenced 
overall acceptability that should be considered. While parents rated rewards as 
moderately acceptable on a general attitudes measure, they rated rewards as less 
acceptable based on hypothetical scenarios. This highlights the importance of inquiring 
about general attitudes in conjunction with specific situations as the results may differ. 
Future research would benefit from incorporating vignettes that depicted 
strategies in the context of an overall treatment plan. In addition, the literature would be 
enhanced by examining direct comparisons with other segments of the Black population 
in the United States. Furthermore, increased efforts towards recruiting and enrolling 
African-American fathers in studies on culture and parenting is critical to presenting a 
more complete picture. 
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Table 1 
Sample Characteristics 
 
 (N=79) 
Parental Age M (SD) 37 (7.9) 
Parent Gender N (%)  
Female 61 (77.2) 
Male 18 (22.8) 
Education Level N (%)  
High School Graduate / GED 13 (16.5) 
College, 1-3 years / Associate’s Degree 27 (34.2) 
College Graduate 15 (19.0) 
Graduate School 23 (29.1) 
Other 1 (1.3) 
Income Level N (%)  
<$10,000 8 (10.1) 
$10,000 - $19,999 8 (10.1) 
$20,000 - $29,999 8 (10.1) 
$30,000 - $39,999 13 (6.5) 
$40,000 - $49,999* 5 (6.3) 
$50,000 - $74,999 11 (13.9) 
$75,000 - $99,999 10 (12.7) 
$100,000 - $150,000 8 (10.1) 
>$150,000 8 (10.1) 
Employment Status N (%)  
Employed / Self-Employed 57 (72.2) 
Out of work >1yr 2 (2.5) 
Unable to work 5 (6.3) 
Homemaker 10 (12.7) 
Retired 1 (1.3) 
Student 4 (5.1) 
Residential co-parenting status N (%)  
Single, separated, widowed, divorced 38 (48.1) 
Married, living with another 41 (51.9) 
Child Age M (SD) 8 (2.8) 
Child Gender N (%)  
Female 35 (44.3) 
Male 37 (46.8) 
Missing 7 (8.9) 
Total Number of Children 0-17 Category N (%)  
1 21 (26.6) 
2 34 (43.0) 
3 18 (22.8) 
4 4 (5.1) 
5+ 2 (2.6) 
*Mean household income range  
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Table 3 
 
Summary of Hierarchical Regression Analysis for Variables Predicting Vignette Reward 
Acceptability  
 
  
Model 1 
 
Model 2 
 
Model 3 
 
Model 4 
 
Variable 
 
B 
 
SE 
B 
 
β 
 
B 
 
SE 
B 
 
β 
 
B 
 
SE B 
 
β 
 
B 
 
SE 
B 
 
β 
Age -.03 .02 -.19 -.03 .02 -.19 -.03 .02 -.19 -.03 .02 -.20 
Education -.02 .16 -.02 -.04 .16 -.04 -.04 .16 -.03 .00 .17 .00 
Income -.05 .07 -.11 -.04 .07 -.08 -.03 .07 -.07 -.05 .07 -.10 
PSC    .01 .01 .11 .01 .01 .10 .02 .02 .12 
Prev       .04 .10 .05 .05 .10 .07 
Athrn          -.29 .34 -.11 
R2    .06     .07     .08     .09  
F forDR2   1.60   0.84   0.14   0.71  
Note: PSC = Pediatric Symptom Checklist; Prev = Prevention Focus; Athrn = Authoritarian 
 
Correlations marked with an asterisk (*) were significant at p < .05. Correlations marked with two 
asterisks (**) were significant at p < .01. 
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Table 4- Reward-Use Acceptability Ratings Based on Behavior and Gender of Vignette Child 
 Acceptability (N = 75) 
 M SD 
Internalizing Girl 3.22 1.62 
Internalizing Boy 3.30 1.68 
Externalizing Girl 4.52 1.56 
Externalizing Boy 4.42 1.68 
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Table 5 
Results of t-tests and Descriptive Statistics Parental Age, Regulatory Focus, Reward Acceptability, 
Parenting Style, Parenting Beliefs, Behavioral Attributions by Afrocentric Worldview 
Outcome Afrocentric Worldview 95% CI Mean  
    Difference 
  
 Low  High   
 M SD n  M SD n t         df 
Parental Age 34.9 6.43 40  39.0 8.85 39 -7.52, -0.54 -2.30* 76 
Promotion 7.62 1.18 40  7.61 1.12 39 -0.51, 0.53 0.04 77 
Prevention 5.27 1.23 40  4.55 1.71 39 0.05, 1.38 2.15* 77 
Vignette RA 3.74 1.03 39  4.04 1.35 38 -0.84, 0.25 -1.08 75 
GARM 5.16 0.76 38  5.61 0.80 38 -0.82, -0.10 -2.57* 74 
Authoritative 4.09 0.52 39  4.36 0.42 39 -0.49, -0.06 -2.51* 76 
Authoritariana 1.90 0.48 40  1.54 0.34 39 0.17, 0.54 3.83** 70.11 
Rational B 35.06 5.43 40  37.77 5.40 39 -5.13, -0.28 -2.24* 77 
Irrational B 22.53 4.45 40  20.06 3.40 39 0.69, 4.24 2.76** 77 
Internal 15.31 7.42 40  14.03 6.42 39 -1.83, 4.39 0.82 77 
VRA Boys 3.71 1.26 39  4.05 1.39 38 -0.95, 0.26 -1.13 75 
VRA Girls 3.79 1.11 39  4.03 1.41 38 -0.81, 0.34 -0.82 75 
VRA Int 3.23 1.29 39  3.30 1.63 38 -0.74, 0.59 -0.22 75 
VRA Ext 4.24 1.34 39  4.76 1.55 38 -1.18, 0.13 -1.59 75 
Correlations marked with an asterisk (*) were significant at p < .05, and those marked with two asterisks 
(**) were significant at p < .01. 
a Equal variances not assumed 
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Table 6 
Results of t-tests and Descriptive Statistics Parental Age, Regulatory Focus, Reward Acceptability, 
Parenting Style, Parenting Beliefs, Behavioral Attributions by Father versus Mother 
Outcome  95% CI for Mean 
Difference 
  
 Fathers  Mothers   
 M SD n   M   SD n t     df 
Parental Age 39.0 8.48 18    36.3 7.75 60 -1.56, 6.92 1.26 76 
Promotion 7.17 1.30 18    7.75 1.07 61 -1.18, 0.03 -1.91 77 
Prevention 4.52 1.72 18    5.03 1.45 61 -1.31, 0.31 -1.24 77 
Vignette RA 3.65 1.46 17    3.95 1.12 60 -0.96, 0.35 -0.92 75 
GARM 5.18 0.80 17    5.45 0.80 59 -0.72, 0.17 -1.24 74 
Authoritativea 4.05 0.59 17    4.27 0.46 61 -0.55, 0.09 -1.46 21.63 
Authoritarian 1.68 0.42 18    1.74 0.46 61 -0.31, 0.17 -0.56 77 
Rational B 36.39 5.25 18    36.40 5.67 61 -2.99, 2.97 -0.01 77 
Irrational B 20.22 3.26 18    21.63 4.32 61 -3.60, 0.79 -1.28 77 
Internal 14.17 6.82 18    14.82 7.01 61 -4.38, 3.07 -0.35 77 
VRA Boys 3.55 1.65 17     3.96 1.23 61 -1.14, 0.31 -1.13 75 
VRA Girls 3.75 1.46 17    3.96 1.22 61 -0.90, 0.49 -0.59 75 
VRA Int 3.07 1.39 17    3.32 1.48 61 -1.05, 0.55 -0.62 75 
VRA Ext 4.23 1.68 17    4.57 1.40 61 -1.14, 0.47 -0.83 75 
Correlations marked with an asterisk (*) were significant at p < .05, and those marked with two asterisks 
(**) were significant at p < .01. 
a Equal variances not assumed 
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Figure 1: Two Way Within-Subjects ANOVA- Vignette Reward Acceptability by child 
Gender and Behavior Type 
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APPENDIX A 
 
Definition of Rewards 
Sometimes children act in ways that parents do not like. Parents may respond to 
these behaviors by punishing their children. Another way parents might respond is by 
using rewards for good behaviors. Rewards are used to improve child behaviors. For 
example, a child may earn rewards for playing quietly while a parent is on the phone. 
This helps the child learn to stay quiet when appropriate.  
Many people think rewards are items you have to buy. Although rewards can 
include items you buy, rewards can also be privileges or fun activities. A privilege may 
be a later bedtime or extra video game time. Fun activities may include a trip to the park 
or a family game night. When items are used, it is best to select things that are low cost 
or free. An item may be a sticker, a small toy, or a favorite dessert.  
Rewards work best when they match the behavior. Rewards for easy behaviors 
would be small. For a harder task, a child can earn a slightly larger reward (or an extra 
“bonus” reward).  
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APPENDIX B 
Vignette Example (Series #1 of 8)* 
1) Danielle is an 8-year-old girl who worries a lot. Sometimes she worries about school 
work. Even though she gets As, she worries about failing tests. She also worries about 
whether her mother is safe. She sends multiple text messages throughout the day to check 
on her mother. Danielle cries even when it seems like there’s nothing wrong, and says 
she doesn’t know why she’s crying. She used to enjoy activities like playing basketball 
and riding her bike, but now she says they’re not fun anymore. Sometimes she lies on the 
couch for hours, even while her friends play outside.  
 
2) Michael is an 8-year-old boy who is always “on the go.” He has difficulty finishing 
tasks because he gets distracted. When he is supposed to clean his room, he often stops to 
play with his toys. Because of this, he rarely finishes cleaning. It is hard for Michael to sit 
still, so his parents have to sit next to him to make sure he finishes homework. Michael 
gets annoyed when his parents won’t let him play video games or stay up late. Sometimes 
he sneaks and does these things anyway and blames his brother when he is confronted by 
his parents. 
 
#3) David is an 8-year-old boy who worries about making mistakes when he plays 
football. He also worries about his parents when he’s not with them. He’s afraid 
something scary he sees on the news will happen to them. His parents have to tell him 
over and over that they’re ok. At recess, he often plays alone and appears sad. He tells his 
parents that other kids don’t like him. However, his teachers say that other kids invite 
him to play, but he says he doesn’t want to. Even when he plays alone, he does not 
appear to have fun.  
 
#4) Michelle is an 8-year-old girl who often has trouble focusing in school. When kids 
make noise in class, she has trouble concentrating on her work. At school, her teachers 
say she is “too antsy” and she sometimes gets in trouble for “talking back.” At home, she 
often runs around and jumps on her mom’s bed. Because she is so impulsive, her mom 
has to watch her closely to make sure she does not break things or get hurt. Her mom 
often tells her to keep her voice down and play quietly. She repeatedly teases her little 
sister when she is bored. 
 
 
*Vignettes were counterbalanced to control for order effects. 
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APPENDIX C- Vignette Reward Acceptability Measure  
 
Please tell us what you think about the use of rewards to manage these behaviors?  
(7 pt Likert-type scale- level of agreement) 
 
1. This is an acceptable strategy for the child’s behavior. 
2. This strategy should be effective in changing the child’s behavior. 
3. The child’s behavior is severe enough to justify the use of this strategy. 
4. I would be willing to use this strategy with my child if my child behaved this way. 
5. This strategy would not have bad side effects for the child. 
6. I like this strategy. 
7. The strategy is a good way to handle the child’s problem. 
8. Overall, the strategy would help the child. 
9. This would be an effective strategy for my child if my child showed similar 
behaviors.  
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APPENDIX D- General Acceptability of Rewards Measure 
What do you think of rewards in general? (7 pt Likert-type scale- level of agreement) 
 
1. Rewards spoil children. 
2. Rewards are a good way to get children to behave. 
3. Rewards do not work. 
4. Rewards encourage bad behavior. 
5. Rewards and bribes are pretty much the same. 
6. Rewards motivate children to behave. 
7. Rewards are effective. 
8. Rewards increase good behaviors. 
9. Rewards are expensive. 
10. Rewards require too much work. 
11. Rewards cost too much money. 
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APPENDIX E- Demographic Questionnaire 
Please circle your child's age below. 
4  5 6 7 8 9 10 11 12 
What is your child's sex? 
  Female    Male   
What is your sex? 
  Female     Male  
What is your age?______ 
What is the highest grade or year of school you completed? 
  Never attended school or only attended kindergarten  
  Grades 1 through 8 (Elementary)  
  Grades 9 through 11 (Some high school)  
  Grade 12 or GED (High school graduate)  
  College 1 year to 3 years (Some college of technical school  
  College 4 years (College graduate)  
  Graduate School (Advanced Degree)  
  Other ________________________________________________  
What is your current marital status? 
  Single, never married    Living with another  
  Married      Separated  
  Widowed      Divorced  
  Would rather not say  
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Please indicate your current household income in U.S. dollars 
  Under $10,000    $10,000 - $19,999    $20,000 - $29,999  
  $30,000 - $39,999    $40,000 - $49,999    $50,000 - $74,999  
  $75,000 - $99,999    $100,000 - $150,000    Over $150,000  
  Would rather not say  
Employment Status: Are you currently…? 
  Employed for wages    Self-employed    Out of work 1yr+  
  Out of work <1 year    A homemaker     A student  
  Military     Retired     Unable to work  
How many children live in your household who are... 
age 4 or less? : _______  5 through 12 years old? : _______  
13 through 17 years old? : _______  
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APPENDIX F- Modified Regulatory Focus Questionnaire 
(Rated on 9-pt Likert-type rating scale from 1- not at all true to 9- very true) 
1. In general, I am focused on preventing bad things from happening in my child’s life. 
2. I am anxious that my child will fall short of his/her responsibilities and obligations. 
3. I frequently imagine how my child will achieve his/her hopes and dreams.   
4. I often think about the person I am afraid my child might become in the future.   
5. I often think about the person I would ideally like my child to be in the future.   
6. I typically focus on the success I hope my child will achieve in the future.   
7. I often worry that my child will fail to do well in school.   
8. I often think about how my child will achieve success in school.   
9. I often imagine my child experiencing bad things.   
10. I frequently think about how I can prevent failures in my child’s life.  
11. I think more about preventing harm to my child than about helping him/her achieve 
possible goals.   
12. My major goal for my child right now in school is for him/her to get good grades.   
13. My major goal for my child right now in school is to help him/her avoid failing.   
14. My job is to help make my child to fulfill his/her hopes, wishes, and dreams in life.   
15. My job is to help my child become a responsible adult who fulfills his/her obligations 
and duties.   
16. In general, I am focused on helping my child achieve positive outcomes in his/her 
life.  
17. I often imagine my child experiencing good things that I hope will happen to him/her.  
18. Overall, I am focused more on my child achieving success than preventing failure for 
my child.   
19. My major concern is to keep my child out of trouble at school.  
20. I often imagine my child getting an award or recognition at school for his/her 
accomplishments.  
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 APPENDIX G- PSDQ 
(Frequency ratings- 1- never to 5- always) 
 
1. I am responsive to my child’s feelings and needs.  
2. I use physical punishment as a way of disciplining my child.  
3. I take my child’s desires into account before asking him/her to do something.  
4. When my child asks why he/she has to conform, I state: because I said so, or I am your 
parent and I want you to.  
5. I explain to my child how I feel about the child’s good and bad behavior.  
6. I spank when my child is disobedient.  
7. I encourage my child to talk about his/her troubles.  
8. I find it difficult to discipline my child.  
9. I encourage my child to freely express (himself)(herself) even when disagreeing with 
me.  
10. I punish by taking privileges away from my child with little if any explanations.  
11. I emphasize the reasons for rules.  
12. I give comfort and understanding when my child is upset.  
13. I yell or shout when my child misbehaves.  
14. I give praise when my child is good.  
15. I give into my child when the child causes a commotion about something.  
16. I explode in anger towards my child.  
17. I threaten my child with punishment more often than actually giving it.  
18. I take into account my child’s preferences in making plans for the family.  
19. I grab my child when being disobedient.  
20. I state punishments to my child and do not actually do them.  
21. I show respect for my child’s opinions by encouraging my child to express them.  
22. I allow my child to give input into family rules.  
23. I scold and criticize to make my child improve.  
24. I spoil my child.  
25. I give my child reasons why rules should be obeyed.  
26. I use threats as punishment with little or no justification.  
27. I have warm and intimate times together with my child.  
28. I punish by putting my child off somewhere alone with little if any explanations.  
29. I help my child to understand the impact of behavior by encouraging my child to talk 
about the consequences of his/her own actions.  
30. I scold or criticize when my child’s behavior doesn’t meet my expectations.  
31. I explain the consequences of the child’s behavior.  
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 APPENDIX H- BSAS 
(Rated on 5-pt Likert-type rating scale from 1- strongly disagree to 5- strongly agree) 
1. When I look for a job, it is more important to consider the people I would be working 
with, not the money offered.  
2. English should be the only national language. If someone wants to live in this country, 
he/she should learn to speak the language; bilingualism is unimportant.  
3. If I had the choice, I would prefer to live a life with lots of money and excitement 
rather than a life that is peaceful and filled with helping people.  
4. In order to know what is really going on, you need to look at scientific evidence rather 
than an individual’s experience.  
5. Working at a job with meaning and purpose is more important than the money received 
from a job.  
6. Winning the lottery would solve all of my problems.  
7. This country would be better off if we restricted immigration to a very select few.  
8. Welfare is a mistake: individuals must learn to help themselves.  
9. When I see people I know on the street, I notice the clothes they are wearing and 
compare them to mine.  
10. Race or nationality reveals more about a person than he or she realizes.  
11. More than anything else, I am most convinced by another’s opinion if he/she has the 
statistics to back it up.  
12. When I meet new people at meetings or work events I am impressed if they are 
“dressed for success.”  
13. When someone challenges my beliefs, I am eager to set him/her straight.  
14. Pain is the opposite of love: In other words, an act of love cannot cause pain.  
15. If a friend were to tell someone a secret of mine, the best way for him/her to learn a 
lesson is for me to do the same thing to him/her when I get a chance.  
16. If my opinion of a relative has always been different than everyone else’s, then I must 
be the one who is wrong about him.  
17. It is easy for me to see how the entire human race is really part of my extended 
family.  
18. When I think about all the difficulties in life, I have trouble seeing any meaning or 
order to it.  
19. I worry a lot about circumstances in my life.  
20. If I just had more money, my life would be more satisfying.  
21. If I were better looking, my relationships with others would be more satisfying.  
22. I feel badly when I see friends from my past who have better cars, clothes, or homes 
than I do.  
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23. Sometimes when I am good and do my best, I still suffer; this means that good does 
not always triumph over evil.  
24. Although I have a favorite kind of music I listen to, I can usually get into and enjoy 
most kinds of music.  
25. When I am confused or unclear about myself or the world around me, I try to push 
these concerns out of my mind and go on with my life as usual.  
26. Past philosophers like St. Augustine and Plato are less relevant today than they were 
100 years ago.  
27. Despite my religious preference, I still believe there are teachings from different 
religions that are valid.  
28. I am uneasy and bothered by my responsibilities at work and at home.  
29. I can remain calm and peaceful even when my boss blames me for another’s 
mistakes.  
30. If I were president, I would invest more money to develop social programs and less 
money in high tech development.  
31. There are some people in my past that I believe I should never forgive. 
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 APPENDIX I- Parenting Rational and Irrational Beliefs Scale 
(Rated on 5-pt Likert-type rating scale from 1- strongly disagree to 5- strongly agree) 
1. My child absolutely must respect and obey me.  
2. If my child disobeys me, it doesn't mean that I am a worthless person.  
3. I think it is awful to be disobeyed by my own child.  
4. If my child disobeys me, it means that I am worthless.  
5. It is unbearable to be disobeyed by my own child.  
6. I am always optimistic about my future.  
7. I can stand when my child disobeys me, although it is difficult for me to tolerate it.  
8. It is important for me to keep busy.  
9. I really do not want my child to disobey me, but I realize and accept that things do not 
have to always be the way I want them to be.  
10. It is unpleasant and unfortunate to be disobeyed by my own child, but it is not 
terrible.  
11. When my child disobeys me, I think that my children are bad, worthless, or 
condemnable.  
12. When my child disobeys me, I accept them as being worthwhile despite her/his poor 
behavior.  
13. I absolutely must be a good parent.  
14. If I am not a good parent, it doesn't mean that I am a worthless person.  
15. I think it is awful to be a bad parent.  
16. If I am not a good parent, it means that I am worthless.  
17. It is unbearable to think of myself as a bad parent.  
18. I am always optimistic about my future.  
19. I can stand to be a bad parent.  
20. It is important for me to keep busy.  
21. I really do want to be a good parent, but I realize and accept that I may not always be 
as good at parenting as I want to be.  
22. It is unpleasant and unfortunate to be a bad parent, but it is not terrible.  
23. If I am not a good parent, I think that my children are bad, worthless, or 
condemnable.  
24. When I am not a good parent, I can accept my children as being worthwhile and not 
condemnable. 
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APPENDIX J- PACB 
(Rated on 6-pt Likert-type rating scale from 1- disagree strongly to 6- agree strongly) 
 
Questions following each situation: 
1. My child’s behavior is due to something about my child; for example, because 
that’s the way she or he is.  
2. My child intended to behave this way on purpose.  
3. The reason my child behaved this way is unlikely to change.  
4.My child deserves to be blamed for their behavior. 
 
SITUATION 1. Imagine your child is playing with his/her friend in the next room and 
you think you hear them fighting. You ask your child what’s going on, but there is no 
reply. You go into the room to check, and at that moment your child hits their friend. 
 
SITUATION 2. Imagine shortly after you punish your child, you tell them to play quietly 
with their toys. Very soon after this instruction your child stands up, looks you in the eye, 
throws a toy at an expensive ornament and breaks it, and then runs away.  
 
SITUATION 3. Imagine after being told to come inside twice, your child responds 
angrily “No, I’m not coming, I don’t have to.” 
 
SITUATION 4. Imagine you are in the supermarket and your child asks you for a ride on 
the merry-go-round. You say “No, I have not got any money for rides today”. Your child 
reacts by hitting you. 
 
SITUATION 5. Imagine your child is playing outside with a friend, you call out to your 
child to come inside but he/she doesn’t respond. 
 
SITUATION 6. Imagine you leave your child and his/her friend in the next room to play 
for a while. After a few minutes you decide to check and see how things are going with 
the kids. At that moment you see your child throw a toy which breaks an expensive 
ornament.
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APPENDIX K- Pediatric Symptom Checklist 
 (Rated 0- Never, 1- Sometimes, 2- Often) 
1. Complains of aches and pains  
2. Spends more time alone  
3. Tires easily, has little energy  
4. Fidgety, unable to sit still  
5. Has trouble with teacher  
6. Less interested in school  
7. Acts as if driven by a motor  
8. Daydreams too much  
9. Distracted easily  
10. Is afraid of new situations  
11. Feels sad, unhappy  
12. Is irritable, angry  
13. Feels hopeless  
14. Has trouble concentrating  
15. Less interested in friends  
16. Fights with other children  
17. Absent from school  
18. School grades dropping  
19. Is down on him or herself  
20. Visits the doctor with doctor finding 
nothing wrong  
21. Has trouble sleeping  
22. Worries a lot  
23. Wants to be with you more than 
before  
24. Feels he or she is bad  
25. Takes unnecessary risks  
26. Gets hurt frequently  
27. Seems to be having less fun  
28. Acts younger than children his or her 
age  
29. Does not listen to rules  
30. Does not show feelings  
31. Does not understand other people's 
feelings  
32. Teases others  
33. Blames others for his or her troubles  
34. Takes things that do not belong to 
him or her  
35. Refuses to share
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